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Abstract 
 Indigenous Australians are recognised as one of the most socially and economically 
disadvantaged populations in Australia, owing to the intergenerational trauma they have 
experienced since European settlement. The Australian Government’s ‘Closing the Gap’ on 
Indigenous disadvantage by 2031 initiative is making little impact on the majority of targets. With 
childhood rates of disability more than double their non-Indigenous peers, there is a glaring need 
for evidence-based interventions to support this population. A strong evidence base exists for the 
efficacy of parenting interventions in reducing child behaviour problems and improving family 
functioning in both families with typically developing children and those with children with 
developmental disabilities.  
The primary aim of the current study is to assess the efficacy and acceptability of a 
culturally tailored delivery of a parenting programme for parents/carers of Australian Indigenous 
children (aged 2-12 years) with a developmental disability. Chapter 1 briefly outlines the pertinent 
issues impacting upon this field of research, providing the rationale for this dissertation.  
Chapter 2 is a systematic review of the literature of parenting interventions for Indigenous 
families with children with developmental disabilities. The systematic review was undertaken in 
August 2014 and updated in August 2018. There were no articles identified in either search that met 
the inclusion criteria. Broadening of the criteria with the removal of ‘disability’ resulted in seven 
articles identified (four RCTs and three pre post studies) for parenting interventions with 
Indigenous families globally. This preliminary evidence reflects the wider body of research related 
to the effectiveness of parenting interventions and highlights the gap in the literature for Indigenous 
families with children with developmental disabilities. The need for research into evidence based, 
culturally acceptable, parenting interventions that effectively support Indigenous families with 
children with developmental disabilities provides the rationale for the subsequent chapters. 
Chapter 3 details the extensive consultation process required to obtain ethical approval to 
conduct research with Indigenous Australians. The resulting qualitative inquiry with parents/carers 
of Indigenous children (aged 2-12 years) with developmental disabilities and Indigenous family 
support workers participating in separate focus groups is outlined. Topics covered included the 
types of emotional, social and behavioural difficulties experienced by the children, the disability 
support services families accessed, awareness of available parenting services and family 
preferences for accessing parenting support including cultural barriers and enablers. Results were 
used to inform the development of a culturally adapted delivery protocol of Level 4 Stepping Stones 
Triple P. 
 Chapter 4 reports on the feasibility of conducting an RCT with Indigenous families with 
children with disabilities. Forty-one parents/carers of Indigenous children (aged 2-12 years) 
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participated in a trial of the culturally adapted delivery protocol of Level 4 Stepping Stones Triple P 
across five communities. The qualitative data provides the context in which the quantitative data 
can be considered and the limitations of the analyses. Significant group differences were not 
observed, however individual case review, using clinically reliable change, tentatively supports the 
programme’s effectiveness. High participant retention rates support the cultural acceptability of the 
programme. 
Chapter 5 is a case series detailing characteristics of five participants, who are representative 
of the sample, including those that improved, those that remained the same and those that 
deteriorated from pre-to post-intervention. Factors that impacted on their follow-up results are 
described. The case series highlights the complex nature of the families who participated in the trial 
and the challenges and implications for engaging and conducting research with this population as 
well as the clinical implications for practitioners.  
Finally, Chapter 6 concludes the thesis with a general discussion of the cumulative research 
findings presented in this dissertation. As the world’s first study to investigate the effectiveness of a 
parenting intervention with families of Indigenous children aged 2-10 years with developmental 
disabilities, the high level of consumer participation and satisfaction ratings speak to the culturally 
appropriate research practices employed. The major conclusions are presented, limitations of the 
dissertation and directions for future research are outlined, including implications for research 
methodology and clinical practice.  
 It is argued the culturally adapted delivery of Level 4 Stepping Stones Triple P is effective 
when parents’ personal circumstances are free of crisis. RCTs with a wait-list control group are 
possibly not the most appropriate method to conduct research with this population, with future 
research needing to adopt a more flexible approach to programme delivery. 
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Chapter 1 
Indigenous parenting interventions for children with disabilities: 
An overview of the field and current research questions 
 
The history of oppression of Australian Indigenous people since European settlement in 
1788, and the widespread forced separation of Indigenous children from their families until 1975, 
has resulted in their severe and endemic disadvantage (Community Affairs References Committee, 
2014). The intergenerational impact of oppression has resulted in their life expectancy, access to 
housing, literacy and numeracy rates, levels of employment, high school completion rates and 
health outcomes all remaining significantly below those of non-Indigenous Australians (Steering 
Committee for the Review of Government Service Provision, 2011). Additionally, poverty, stigma 
and discrimination; the quality of caregiver-child interactions; exposure to violence, abuse and 
neglect; and limited access to services are all risk factors for developmental disability (World 
Health Organisation, 2012), with Indigenous Australians having higher rates of exposure to these 
risk factors than non-Indigenous Australians (Australian Bureau of Statistics, 2013). The impact of 
long term exposure to these risk factors is reflected in the rate of disability within the Indigenous 
population, with them experiencing almost double, both the rate and severity of disability, than non-
Indigenous Australians (Australian Bureau of Statistics, 2017). When focused on Indigenous 
children aged 0-14 years the rate of disability is 15.2%, which is more than double their non-
Indigenous peers (6.6%) (Australian Bureau of Statistics, 2017). This highlights the importance of 
implementing interventions designed to support Indigenous children reach their developmental 
potential and reduce levels of family dysfunction.  
Australian Governments have been committed to closing the gap on Indigenous 
disadvantage since the signing of the National Indigenous reforms agreement in 2009 (Council of 
Australian Governments, 2009). Whilst programmes and research have been undertaken in a 
number of key areas to address the underlying social determinants, such as access to housing, health 
services, education and employment, there have been few gains made in the last 10 years, with a 
current understanding that we must do better if the 2031 target to ‘close the gap’ is to be achieved 
(Commonwealth of Australia, 2019). Attendance in early childhood education programmes is the 
only ‘Closing the Gap’ initiative currently on track, with 95% of 4 year old Indigenous children 
attending pre-school education programmes (Commonwealth of Australia, 2019). This is a key 
opportunity to engage parent/carers of Indigenous children in evidence based interventions aimed to 
maximise both child development outcomes and improve family functioning.  
Parenting interventions have become a widely accepted approach to improving parenting 
skills (Sanders, Kirby, Tellegen, & Day, 2014) and are recognised as an effective evidence based 
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intervention for the treatment and prevention of child behaviour and emotional problems (World 
Health Organisation, 2013). Parenting programmes operate on the premise that children are 
influenced by parental functioning and by modifying parental behaviour, desirable changes will be 
made in child behaviour (Lundahl, Risser, & Lovejoy, 2006). There is a strong evidence base of 
their efficacy with both typically developing children (Dretzke et al., 2009; Sanders, Kirby, et al., 
2014; Taylor & Biglan, 1998) and to a lesser extent, those with disabilities (Einfeld, Tonge, & 
Clarke, 2013; Gavidia-Payne & Hudson, 2002; Roberts, Mazzucchelli, Taylor, & Reid, 2003; Roux, 
Sofronoff, & Sanders, 2013; Tellegen & Sanders, 2013). There is also preliminary evidence 
supporting their effectiveness with Indigenous parents (Barlow et al., 2015; Keown, Sanders, 
Franke, & Shepherd, 2018; Turner, Richards, & Sanders, 2007). Parenting interventions have also 
been found to reduce levels of parental stress, dysfunctional parenting practices and family 
dysfunction in both families with typically developing children (Sanders, Kirby, et al., 2014) and 
those with children with developmental disabilities (Lindo, Kliemann, Combes, & Frank, 2016; 
Ruane & Carr, 2018; Singer, Ethridge, & Aldana, 2007; Tellegen & Sanders, 2013).  
Children with disability are known to experience significantly higher rates of behaviour 
disorders than their typically developing peers (Einfeld et al., 2013). Parental levels of stress, worry 
and depression are also known to be higher in families with children with developmental disabilities 
(Einfeld et al., 2013; Herring et al., 2006; Stuttard et al., 2014; Tomanik, Harris, & Hawkins, 2004). 
Families with children with developmental disabilities are recognised as experiencing many more 
challenges than families raising typically developing children (Families Special Interest Research 
Group of IASSIDD, 2014). Without intervention, dysfunctional child behaviours are likely to 
continue over time (Einfeld et al., 2006; Sofronoff, Jahnel, & Sanders, 2011) and become more 
severe, leading to lifelong consequences including lower levels of employment, income and 
educational attainment and higher rates of long term health conditions and experiences of 
discrimination, than people without disability (Australian Bureau of Statistics, 2016; World Health 
Organisation, 2012). As Indigenous Australians are already overrepresented at the more severe end 
of these outcomes, the additional responsibility of caring for a child with a developmental disability 
identifies them as a very vulnerable population. Effective interventions are crucial to help stop the 
cycle of disadvantage and help close the existing gap between Indigenous and non-Indigenous 
Australians. 
Current research directions 
The effect of historical separation of Indigenous children from their primary carer, 
institutionalisation and abuse, have resulted in many Indigenous Australians today having no 
effective parenting model to draw upon when parenting their own children (National Inquiry into 
the Separation of Aboriginal & Torres Strait Islander Children from Their Families, 1997). The 
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growing consensus that a child’s development, emotional functioning, language, social skills and 
future life opportunities are substantially impacted by the quality of parenting they receive (Sanders 
& Kirby, 2012), suggests Indigenous parents/carers would benefit from targeted support in the area 
of parenting, particularly when it is further complicated by having a child with a developmental 
disability. 
There is some evidence to support the efficacy of culturally adapting parenting programmes 
for Australian Indigenous families (Robinson, Tyler, Jones, Silburn, & Zubrick, 2012; Turner et al., 
2007) and Indigenous families globally (Dionne, Davis, Sheeber, & Madrigal, 2009; Keown et al., 
2018) however none have specifically targeted parents/carers of Indigenous children with a 
developmental disability. Indigenous populations are already recognised as some of the most 
vulnerable in modern society, the additional challenges faced by Indigenous parents/carers of 
children with developmental disability, place these children at even greater risk of not meeting their 
developmental potential. It is suggested there is an urgent need for the development of a culturally 
acceptable and empirically-validated parenting intervention for parents/carers of Indigenous 
children with a developmental disability.  
Aims and overview of this thesis 
 The aim of this thesis is to develop and trial a culturally acceptable delivery protocol of a 
parenting intervention, targeting parents/carers of Indigenous children with developmental 
disabilities. By addressing this research gap, the goal is to develop an evidence based intervention 
that best supports Indigenous families with children with disabilities and contributes to closing the 
gap on Indigenous disadvantage.  
 Following the brief introduction to this field of research in Chapter 1, Chapter 2 provides a 
systematic review undertaken in August 2014 and updated in August 2018. This review highlights 
the absence of research available in relation to parenting interventions for Indigenous children with 
disabilities and the infancy of research into evidence-based parenting interventions for Indigenous 
children more generally, establishing a strong need for further research in this area. The current 
research is unique, with its focus on developing an acceptable delivery protocol and evaluating a 
parenting programme effective for use with parents/carers of Indigenous children with disabilities. 
 Chapter 3 describes the consultation process undertaken to obtain ethical approval to 
conduct the research and qualitative inquiry as to the consumer preferences of parents/carers of 
Indigenous children (aged 2-10 years) with developmental disabilities. Focus groups were held with 
parents/carers to gather information about children’s behaviours that worried them, support services 
currently available to them, factors impacting their willingness to attend a parenting programme and 
preferences for the structure and content of a culturally tailored parenting intervention. A focus 
group with Indigenous family support workers was held to access their views on why parents/carers 
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of Indigenous children with developmental disabilities sought support, who from and what barriers 
and enablers they identified for families to participate in a parenting intervention. Results were used 
to inform the development of a culturally tailored delivery protocol of Level 4 Group Stepping 
Stones Triple P. 
 Chapter 4 assesses the feasibility of conducting RCTs with Indigenous families with 
children (aged 2-12 years) with disabilities within a pilot trial. The qualitative data provides the 
context in which the quantitative data can be considered and the limitations of the analyses. Forty-
one parents/carers of Indigenous children participated in a trial of the culturally adapted delivery 
protocol of Stepping Stones Triple P across five communities. Significant group differences were 
not observed, however individual case review using clinically reliable change tentatively supports 
the programme’s usefulness. High participant retention rates support the cultural acceptability of the 
programme. 
Chapter 5 is a case series. Five cases are presented as representation of different child and 
parent outcomes from the trial. The personal circumstances of the families, and their impact on 
programme participation and outcomes are described. The case series highlights the complex nature 
of the families who participated in the trial and the challenges and implications for engaging and 
conducting research with this population.  
Finally, Chapter 6 concludes the thesis with a general discussion of the overall research 
findings, limitations and recommended direction for future research. Implications for research 
methodology are also briefly discussed. 
  
 
 
  
 5 
Chapter 2 
Systematic review of parenting interventions for parents/carers of Indigenous children with 
developmental disabilities. 
 
Research demonstrates that effective childrearing practices have a positive influence on 
children’s development including their brain development, emotional regulation, language, physical 
and mental health, social skills and future life opportunities (Cecil, Barker, Jaffee, & Viding, 2012; 
Johnson et al., 2014; Sanders, Kirby, et al., 2014). Australia’s Indigenous population has suffered 
intergenerational trauma partly brought about by the forced removal of children from their families 
occurring under various government policies between 1910 and 1970 (National Inquiry into the 
Separation of Aboriginal & Torres Strait Islander Children from Their Families, 1997). It is 
estimated that most Indigenous families have been affected, in one or more generations by the 
forced removal of one or more children, with the majority of those children being, ‘…denied the 
experience of being parented or at least cared for by a person to whom they were attached.’ 
(National Inquiry into the Separation of Aboriginal & Torres Strait Islander Children from Their 
Families, 1997, p. 193). This has resulted in many families having no effective or successful 
parenting model to draw from when parenting their own children, leading to a direct and pervasive 
impact on their parenting skills (National Inquiry into the Separation of Aboriginal & Torres Strait 
Islander Children from Their Families, 1997). The intergenerational effects of forced child removal 
are complex, compounding and ongoing (National Inquiry into the Separation of Aboriginal & 
Torres Strait Islander Children from Their Families, 1997). 
Currently, due to a history of oppression since European settlement in 1788, Indigenous 
Australians are recognised as one of Australia’s most socially and economically disadvantaged 
populations. Their life expectancy, access to housing, literacy and numeracy rates, levels of 
employment, high school completion and health outcomes are all significantly below those of non-
Indigenous Australians (Steering Committee for the Review of Government Service Provision, 
2011). They are also overrepresented in the population identified as having a disability. In 2009, it 
was estimated that 18.5% of all Australians had a disability that restricted their daily living in some 
way, with Indigenous Australians being almost twice as likely to have a disability in comparison to 
non-Indigenous Australians (Australian Bureau of Statistics, 2012). This ratio is potentially an 
under estimation of the disparity, as the sample does not include people living in very remote 
regions, which account for 15% of the Indigenous population and less than 1% of the non-
Indigenous population (Australian Bureau of Statistics, 2012). These statistics clearly demonstrate 
the poorer social and economic outcomes for Indigenous Australians.  
When focused on children aged 0-14 years, the gap widens further with rates of disability 
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amongst Indigenous children over double that of their non-Indigenous peers (Australian Bureau of 
Statistics, 2012). In the general population, children with disability are reported to be three to four 
times more likely to engage in disruptive behaviours than their typically developing peers (Einfeld 
& Tonge, 1996; Einfeld et al., 2013). However, carer-reported rates of clinically significant 
emotional and behavioural problems for children aged 4-17 years is 24% for Indigenous children 
compared to 15% for non-Indigenous children (Zubrick et al., 2005). This suggests that Indigenous 
families experience both higher rates of child disability and disruptive behaviours.  
The impact of parenting children with disabilities is known to increase parental experiences 
of stress, worry and depression (Einfeld et al., 2013) and can have profound effects on the entire 
family (Families Special Interest Research Group of IASSIDD, 2014; Reichman, Corman, & 
Noonan, 2008). For many Indigenous families, this burden is in addition to the social and economic 
disadvantage they already experience. Social and economic disadvantage alone is linked to higher 
rates of parental substance abuse, mental illness, child behaviour problems and domestic violence 
which in turn is linked to higher rates of child neglect and abuse (Barth, 2009). With approximately 
half of all Australians with a disability in the 0-14 year age bracket having at least one core activity 
deficit in mobility, self-care or communication that requires support from a carer (Australian 
Bureau of Statistics, 2012), a significant additional burden is placed on these families. The impact 
of this level of disadvantage is reflected in the National child abuse data, showing Indigenous 
children as eight times more likely to be the subject of a substantiated abuse claim than non-
Indigenous children with the rate of cases 41.9 per 1000 for Indigenous children compared to 5.4 
per 1000 for non-Indigenous children (Australian Institute of Health and Welfare, 2013a). 
Parenting programmes have been effectively used to teach parents how to positively 
influence their child’s development, by modifying the family environment and their own parenting 
practices (Lundahl et al., 2006). There is a large body of literature that demonstrates the 
effectiveness of parenting programmes in reducing children’s disruptive behaviours and emotional 
problems and reducing dysfunctional parenting practices and improving parental levels of stress 
(Sanders, Kirby, et al., 2014; Singer et al., 2007). It has also been demonstrated that families at 
higher risk due to sociodemographic variables achieve similar outcomes when participating in these 
programmes (Shelleby & Shaw, 2014).  
Therefore, in an effort to address the alarming social and economic disparity that exists 
between Indigenous and non-Indigenous Australians, it would seem sensible to suggest that 
effective, evidence-based programmes designed specifically to support Indigenous families with 
children with disabilities are necessary. 
Purpose of current review 
Determining effective interventions for parents/carers of Indigenous children with 
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developmental disabilities is required to enable targeted, evidence-based, culturally safe 
programmes to be easily available and accessible to this population. This will support the Australian 
Government’s ‘Closing the Gap’ initiative, which aims to reduce Indigenous disadvantage by 2031 
(Rudd, 2009). Implementing programmes that strengthen Indigenous families through reducing 
child emotional and disruptive behaviours and associated parenting difficulties provides a solid 
foundation for families to reach their full potential. 
This review seeks to determine the evidence supporting the use of parenting interventions 
with families that include Indigenous children with developmental disabilities aged 2-12 years. The 
primary aim was to evaluate the efficacy of parent training in enhancing child behaviour and 
emotional outcomes. The secondary aim was to evaluate the efficacy of parent training with respect 
to parental skills, confidence and adjustment. 
Method 
Search strategy 
A systematic literature search was conducted on August 14, 2014 in seven electronic databases: 
CINAHL, Cochrane, EMBASE, MedLine, PsycINFO, PubMed and Web of Science. The search 
was updated on August 25, 2018. The databases were selected to be comprehensive and to cover a 
broad range of disciplines. The search used exploded Medical Subject headings (MeSH) terms, 
where relevant, and the following key words: 
1. {Behavior Therapy} OR {Family Intervention} OR {Family Therapy} OR {Parent 
Training} OR {parent* training} OR {parent* program*} OR {parent* intervention} OR 
{parent* education} OR {parent* support} OR {parent* psychoeducation} OR {parent* 
effectiveness training} OR {behavior* family intervention} OR {behaviour* family 
intervention} OR {family therapy} OR {family intervention} OR {family support} OR 
{family life education} OR {functional communication training} OR {behaviour* analysis} 
OR {behavior* analysis} OR {functional analysis} OR {parent* programme} OR {family 
program} OR {family programme} OR {behaviour* therapy} OR {behavior* therapy} OR 
{functional assessment} OR {behaviour* support} OR {behavior* support} OR 
{behaviour* management} OR {behavior* management} OR {behavior* management} 
2. {Pediatrics} OR {Child} OR Paediatric* OR pediatric OR child*  
3. {Alaska Natives} OR {American Indians} OR {Indigenous Populations} OR {Inuit} OR 
{Pacific Islanders} OR Aborigin* OR Maori OR {First Nation*}  
4. behaviour* OR behavior* OR function* stress OR {parent* style} OR {parent* skill} OR 
{parent* behavior} OR {parent* behaviour} OR {parent* attitude} OR anxiety OR 
depression OR {child behaviour} OR {child behavior} OR emotion* OR suffering OR 
{depressive symptom*} OR {anxiety symptom*} OR {depressive disorder*} OR {anxiety 
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disorder*} OR {behavioral symptom*} OR {behavioural symptom*} OR {parent* 
efficacy} OR {parent* self-concept} or {parent* adjustment} 
5. {Autism} OR {Blind} OR {Cerebral Palsy} OR {Cognitive Impairment} OR {Cornelia De 
Lange Syndrome} OR {Deaf} OR {Deaf Blind} OR {Delayed Development} OR 
{Developmental Disabilities} OR {Downs Syndrome} OR {Fetal Alcohol Syndrome} OR 
{Fragile X Syndrome} OR {Intellectual Development Disorder} OR {Pervasive 
Developmental Disorders} OR {Phenylketonuria} OR {Rett Syndrome} OR {Traumatic 
Brain Injury} OR {Turners Syndrome} OR {Williams Syndrome} 
 Searches were limited to English language articles and those using human subjects. Results 
were initially restricted to randomised control trials; however, this yielded no results. The criterion 
was broadened to include quasi-RCTs, controlled trials and pre-to post designs. Single case studies 
or case series were excluded. All of the studies resulting from those searches were excluded based 
on title and abstract review. A further broadening of the criteria removed the disability search terms 
(search 5).  
Inclusion criteria 
 Studies were included in this systematic review if they met the following criteria: 
1.  The participants were parents/carers of Indigenous children aged 2 to 12 years. 
2. The intervention was a parenting intervention. The programme could be delivered individually 
or as a group. It needed to teach parents skills in improving parenting effectiveness, coping 
skills and managing child behaviour. 
3. Data was collected during at least one time point when the child was aged between 2 and 12 
years of age. 
4. Outcomes of child behaviour and at least one parenting outcome including parental 
stress/anxiety/depression, parenting skills or parenting styles was measured.  
 Studies were excluded if the intervention was limited to rehabilitation, health or therapy 
programmes for the child, included non-Indigenous populations where the Indigenous 
population was not separately analysed, the sample had an average child age above 12 years, or 
measured child cognitive variables such as attention, impulsivity and executive functioning. 
 The full search yielded was initially reviewed for inclusion on the basis of title and abstract 
by the author. Two reviewers (FH and SH, August 2014: FH and KS, August 2018) then 
independently assessed the full text of the identified articles to ensure adherence to the inclusion 
criteria. Discrepancies were resolved through discussion.  
Methodological quality assessment 
 Methodological quality of the included studies was assessed by 2 independent reviewers 
(FH and XH) using the PEDro (Physiotherapy Evidence Base) scale for Randomised Control Trials 
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and the STROBE (Strengthening the Reporting of Observational Studies in Epidemiology) 
statement for quasi experimental designs. Discrepancies were resolved through discussion. 
Data extraction 
 Study design, participant characteristics and intervention characteristics were extracted from 
each study. Data on relevant outcome measures was extracted by the author. Queries were clarified 
with XH. Results of both global scales and individual subscales where reported, were collected to 
retain the maximum amount of information. 
Data synthesis 
 Quantitative analysis was conducted on child and parent outcome data from each study, 
where available, to enable comparison of effect sizes. Cohen’s d was either reported directly from 
the study or where the information was available, calculated as illustrated in Equation 1. Using 
Cohen’s (1992) guidelines, effect sizes were classified as large (0.8), medium (0.5) and small (0.2). 
 
Cohen's d = (M2 - M1) ⁄ SDpooled (Equation 1) 
where 
SDpooled = √((SD12 + SD22) ⁄ 2) 
Due to significant gaps in the data reported by the majority of included studies and the 
variation in the outcome measures used, it was not possible to conduct a meta-analysis on the 
collated outcome data. 
Results 
Description of studies 
 The search strategy yielded 7303 unique references including those obtained in the search 
update (refer Figure 2.1). Examination by title and abstract excluded 7277 of those articles as 
clearly not meeting inclusion criteria. The remaining 29 articles were accessed for detailed review. 
Reference list examination of a scoping review (Macvean, Shlonsky, Mildon, & Devine, 2017) 
identified a further three papers for detailed review. A total of six papers and one final evaluation 
report were identified as meeting the inclusion criteria. Four articles detailed randomised control 
trials (Barlow et al., 2015; Dionne et al., 2009; Keown et al., 2018; Turner et al., 2007) and two 
articles (Robinson et al., 2012; Robinson, Tyler, Silburn, & Zubrick, 2013) and the evaluation 
report (Robinson & Tyler, 2006) described different analyses from a pre-post study.  
 Robinson and Tyler (2006) does not contain parent outcome measures but was included in 
the review due to limited research in the field. The study was initially planned as an RCT, however 
the wait-list condition was abandoned, mainly in an attempt to streamline processes and reduce 
demands on teachers. The report provides detailed information about the project development and 
implementation and both Robinson et al. (2013) and Robinson et al. (2012) refer to it. 
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Figure 2.1. Flow diagram of search strategy for systematic review. 
Papers retrieved for 
detailed examination by 2 
reviewers (n =17) 
Papers found through  
database searches and 
screened based on title and 
abstract 
(August 2014) 
(n=3954 ) 
Papers excluded (n= 13) 
August 2014 
Study  Reason for exclusion 
Barlow, et al., 2006  Age & Health Focus 
Chaffin, et al., 2012  No Child Outcomes reported 
Dumas, et al., 2011  Not Indigenous population 
Evans, et al., 2009  Not Indigenous specific 
Glover & Landreth, 2008  No Child Behaviour 
Outcome 
Goodkind, et al, 2012a  Age – Adolescent Focus 
Goodkind, et al, 2012b  Age & study results focus on 
      youth outcomes 
Goto, et al., 2012  Not Indigenous population 
Houlding, et al., 2012  No parent or child outcomes 
Martinez & Eddy, 2005  Not Indigenous population 
Munns, 2010  Case Study – No outcomes 
Veerman, et al., 2003  Not Indigenous specific 
Walkup, et al., 2009  Age – Infant focus 
 
Papers excluded by title 
and abstract 
(n= 3937 ) 
Papers included (n = 4) 
Papers found through 
updated database searches 
and screened based on title 
and abstract 
(August 2018) 
(n=3349 ) 
Papers excluded by title 
and abstract 
(n=3340 ) 
Papers found 
through reference 
list search 
(n = 3)  Papers excluded 
August 2018 
Study     Reason for exclusion 
Barlow, et al., 2015   Age – infant focus 
Comer, et al., 2017   Not Indigenous specific 
Grace, et al., 2016   Age – Infant focus 
Kemp, et al., 2018   Health focus 
Kulis, et al., 2015   Age – Drug and Alcohol 
focus 
Mullany, et al, 2012 Intervention results not 
reported 
Robinson & Tyler, 2008  No results reported   
Sivak, et al., 20   Qualitative study 
Williams et al., 2017   No parenting intervention 
 
Papers retrieved for 
detailed examination by 2 
reviewers (n=12) 
Papers included (n = 3) 
Total Papers included  
(n = 7) 
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Participant characteristics 
 All participants were parents/carers of children from Indigenous heritage (Refer Table 2.1). 
The sample sizes ranged from 21 to 322 participants. The age range of the children varied across 
studies with one study tracking participants from 28 weeks’ gestation through to 3 years (Barlow et 
al., 2015) and four papers describing interventions with parents of younger children aged between 3 
and 7 years. Participants in the treatment and control groups for the four RCTs did not differ on 
demographic characteristics. 
Types of intervention 
 All of the interventions were based on manualised parenting interventions (Refer Table 2.2). 
There were five different parenting interventions offered, ‘Exploring Together’, ‘Indigenous Triple 
P’, ‘Discussion Group Triple P’, ‘Incredible Years’ and ‘The Family Spirit Intervention’. The 
‘Exploring Together Programme’ involved conducting groups with both parents/carers and the 
target child in attendance (Robinson & Tyler, 2006; Robinson et al., 2012; Robinson et al., 2013), 
the other interventions all facilitated programmes solely with the parents/carers. All interventions 
included sessions focused on managing child behaviour. Four of the programmes recruited local 
Indigenous community members to facilitate or cofacilitate the programmes to increase cultural 
acceptability (Barlow et al., 2015; Keown et al., 2018; Robinson & Tyler, 2006; Robinson et al., 
2012; Robinson et al., 2013; Turner et al., 2007). All the facilitators of those programmes had 
received training and, where required, were formally accredited in the programme delivery. 
Coaches for the Incredible Years programme held Bachelor Degrees, undertook a 3-day cultural 
competency training in addition to a 2-day training work shop, and were supervised by an American 
Indian psychologist who had completed the Incredible Years training programme (Dionne et al., 
2009).  
 Two of the programmes were delivered in a group format (Keown et al., 2018; Robinson & 
Tyler, 2006; Robinson et al., 2012; Robinson et al., 2013), one programme was a mix of group and 
individual sessions (Turner et al., 2007) and the remaining two delivered programme content 
individually during home visits (Barlow et al., 2015; Dionne et al., 2009). The number of sessions 
of the manualised parenting interventions ranged markedly from 2 x weekly 1.5 hour structured 
group discussions (Keown et al., 2018) through to 43 x 1 hour structured lessons, individually 
facilitated in the participant’s home, over three years (Barlow et al., 2015). The majority of the 
programmes delivered between eight and eleven sessions with the mode being ten sessions. 
 12 
Table 2.1. Participant characteristics and study designs of included studies 
 
Study Design Indigenous Population Average Child Age Treatment n Control n 
    In Years (range) 
Dionne et al, 2009 RCT American Indians 6 (3-10 years) Incredible Years 27 Waitlist 22 
Turner et al, 2007 RCT Indigenous Australians 6 (1-13 years) Indigenous Triple P 20 Waitlist 18 
Barlow et al, 2015 RCT American Indian from 28 weeks Family Spirit Plus 159 Optimised 163 
  Teen Mothers gestation to 3 years Optimised Standard Care  Standard Care 
Keown et al, 2018 RCT Maori (New Zealand) 4.5 (3-7 year) Triple P – 41 Waitlist 29 
    2 x Discussion Groups 
Robinson et al, Pre- Post Indigenous Australians 5 (3-5 years) Exploring Together 110 Nil 
2013    Preschool Programme 
Robinson et al, Pre-Post Indigenous Australians 5 (3-5 years) Exploring Together 110 Nil 
2012    Preschool Programme 
Robinson & Tyler, Pre-Post Indigenous Australians 5(3-5 years) Exploring Together 46 Waitlist or  25 
2006    Preschool Programme  withdrew  
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Outcomes investigated 
 All of the studies used at least one standardised parent-report measure of child behaviour. 
Six of the studies used at least one standardised parent-report measure of parenting skills, parental 
confidence and satisfaction and/or family dysfunction. In addition, the ‘Family Spirit’ and 
‘Exploring Together’ projects used a child behaviour and parenting skills measure specifically 
designed for the project (Barlow et al., 2015; Robinson & Tyler, 2006; Robinson et al., 2012; 
Robinson et al., 2013). Some of the studies reported additional variables such as teacher reports of 
child behaviour (Robinson & Tyler, 2006; Robinson et al., 2012; Robinson et al., 2013), 
assessments of the home environment, parent behaviour and parental drug use (Barlow et al., 2015), 
which are not reported as they were considered beyond the scope of this review. 
Qualitative assessments 
 Four randomised control trials scored between 6 and 8 out of 11 on the PEDro scale (Refer 
Table 2.2). Blinding of participants and therapists was not included in any of the RCTs, with 
blinding of assessors not included in two of the studies (Dionne et al., 2009; Keown et al., 2018), 
resulting in points being lost due to increased risk of bias. One of the studies did not report pre-
intervention analyses to determine if the groups were similar at baseline (Dionne et al., 2009) and 
one had significantly higher rates of maternal psychosocial and behavioural risks and cigarette use 
in the intervention group at baseline compared to the control group (Barlow et al., 2015), resulting 
in another point being lost for both of those studies. Participant drop-out rates were greater than 
15% for two of the studies from Time 1 to Time 2 data collection (Keown et al., 2018; Turner et al., 
2007) with subsequent point deductions. Intent-to-treat analyses were not undertaken by two of the 
studies (Dionne et al., 2009; Turner et al., 2007) leading to further point deductions. Whilst each 
study reported at least one key outcome and provided a variability measure for at least one key 
outcome, thus receiving points, the data provided was not complete. 
 Three pre-post studies were assessed on the STROBE and scored between 13 and 20 out of 
35 (Refer Table 2.3). The three studies were all reporting on different aspects of the same project 
that was funded between 2001 and 2004. The study design was not clearly articulated in any of the 
title and abstract descriptions. The background rationale, method, study design, and variables were 
all adequately described in the three papers. Significant points were lost for not including sufficient 
information to enable readers to understand how bias was minimised, study size was derived, how 
variables were handled in the analyses, how missing data was addressed and loss to follow-up 
analysed and detailed results related to the hypothesis were not clearly reported with meaningful 
interpretation. 
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Table 2.2. Methodological quality assessment of included RCT studies using the PEDro 
 
     Study 
Items Criterion  Keown et al, 2018  Barlow et al, 2015 Turner et al 2007 Dionne et al 2009 
1 Eligibility Criteria were specified 1 1 1 1 
2 Subjects Random Allocation 1 1 1 1  
3 Allocation was concealed 1 1 1 1  
4 Prognostic similarity at baseline 1 0 1 0 
5 Blinding of subjects 0 0 0 0 
6 Blinding of therapists 0 0 0 0 
7 Blinding of assessors 0 1 1 0 
8 Greater than 85% at post-intervention 0 1 0 1 
9 Intent-to-treat analysis 1 1 0 0 
10 At least one Between Group comparison  1 1 1 1 
11 Point measures and measures of 1 1 1 1 
 variability for at least one outcome 
Total  7 8 7 6 
Scale of item score 0= absent/unclear, 1 = present. 
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Table 2.3. Methodological quality assessment of included quasi-experimental studies using the STROBE 
                                Study 
Section Criterion Robinson, Robinson Robinson   
   et al, 2006  et al, 2012 et al, 2013   
 
Title, abstract,  1 a. Indicate a study’s design with a commonly 0 0 0  
introduction  used term in the title or the abstract 
     b. Provide in the abstract an informative and  1 1 1  
  balanced summary of what was done and  
  what was found. 
Background 2. Explain the scientific background and rationale  1 1 1  
  for the investigation being reported. 
Method 3.  State specific objectives, including any  1 1 1  
  prespecified hypotheses1 
Study Design 4. Present key elements of study design early 1 1 1  
  in the article. 
Setting 5. Describe the setting, locations, and relevant   
  dates: 
  0.2 points awarded to each component to total 
  a maximum score of 1 
     i. Setting of sessions 0.2 0.2 0.2  
     ii. Setting of assessments 0.2 0.2 0.2  
     iii. Dates of recruitment 0.2 0.2 0.2  
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     iv. Location of recruitment 0.2 0.2 0.2  
     v. Specified when follow-up data collected 0.2 0.2 0.2  
Participants 6. Give the eligibility criteria, and the sources and  1 0 1  
  methods of selection of participants 
Variables 7. Clearly define all outcomes, exposures, predictors,   
   potential confounders, and effect modifiers: 
a. Outcomes 1 1 1  
b. Exposures – Number, length & frequency 1 1 1  
c. Effect modifiers, predictors, confounders 
0.50 points awarded to each component to total  
a maximum score of 1 
i. Acknowledgment of comorbid conditions 0 0 0  
ii. Acknowledgment of concurrent treatments 0 0 0  
 8. For each variable give sources of data and  1 1 1  
   assessment methods 
Bias 9. Describe any efforts to address potential sources  0 0 0  
  of bias 
Study size 10.  Explain how the study size was arrived at 1 1 01  
Quantitative  11. Explain how quantitative variables were handled   
variables   in the analyses 0 0 0  
Statistical 12a. Describe all statistical methods, including those 1 0 0  
Methods   used for confounding 
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     b. Describe any methods used to examine  1 1 1  
   subgroups and interactions. 
      c. Explain how missing data were addressed 0 0 0  
d. If applicable, explain how loss to follow-up was  0 1 0  
  addressed 
e. Describe any sensitivity analyses 0 0 0  
Results 13a. Report number of individuals at each stage of  0 0 0  
   study 
Participants     b. Give reasons for nonparticipation at each stage 0 0 0  
c. use a flow diagram 0 0 0  
Descriptive data 14a. Give characteristics of study participants: 
  Awarded 0.25 per component to total maximum 
   score of 1 
i. Age 0.25 0.25 0.25  
ii. Sex 0.25 0 0.25  
iii. Pre-existing mental health conditions 0 0 0  
iv. Concurrent treatments 0 0 0  
     b. Indicate the number of participants with missing  0 0 0  
  data for each variable of interest 
     c. Cohort study – summarise follow-up time  1 1 1 
   (eg. Average and total amount) 
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Outcome data 15.  Outcomes and exposures:  
  0.5 points awarded to each component to total 
  maximum score of 1 
i. Report number of participants analysed 0.5 0 0  
ii. Report summary measures of treatment dose 0.5 0 0.5 
Main results 16a. Give unadjusted estimates and their precision 0 0 0  
     b. Report category boundaries when continuous   N/A N/A N/A  
   variables were categorised 
     c.  If relevant, consider translating estimates of  N/A N/A N/A  
   relative risk into absolute risk for a meaningful  
   time period. 
Other analysis 17. Report other analyses done 1 0 0  
Discussion 18. Summarise key results with reference to study  1 0 0  
   Objectives 
Limitations 19. 0.5 points awarded to each component to total   
  a maximum score of 1 
i. Discuss limitations of the study taking into account 0.5 0 0  
  sources of potential bias or imprecision 
ii. Discuss both direction and magnitude of potential  0 0 0  
  bias 
  
  
19 
Interpretation 20 Give a cautious overall interpretation of results  1 0 0  
  considering objectives, limitations, multiplicity of 
  analyses, results from similar studies and other 
  relevant evidence 
Generalisability 21 Discuss the generalisability of the study results 1 0 0  
Other Information 22 Give the source of funding 1 1 1  
Total Score Out of 35  20 13.25 13 
Notes: 1 The study size was reported in Robinson et al 2006. 
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Study findings 
 Data for the child behaviour and parental stress/anxiety/depression, parenting skills and 
parenting styles outcomes for the RCTs are reported in Table 2.4 and Table 2.5 for the pre-post 
studies, with effect sizes reported where possible. 
Child Behaviour       
Evidence for all programmes was limited to single studies, with Discussion Group Triple P, Family 
Spirit, Indigenous Triple P, Incredible Years and Exploring Together all finding significant 
treatment effects in child behaviour measures. Comparison of the RCT studies found Discussion 
Group Triple P reported the greatest child behaviour improvements with both significant reductions 
in the intensity and number of problem behaviours, with moderate effect sizes (Keown et al., 2018). 
Indigenous Triple P and the Family Spirit Intervention both had significant reductions in the 
intensity of problem behaviours with small effect sizes. The Incredible Years programme reported a 
significant treatment group effect on child behaviour variables. It was not possible to calculate the 
effect size; thus, no comparison can be made to the other studies. 
The Exploring Together programme found a moderate effect size on the child behaviour 
outcome. It must be noted that the means and standard deviations of scores were not reported so 
Cohen’s d was not able to be calculated to enable a meaningful comparison to the other included 
studies. The pre-post experimental design also means how much of the effect size reported is 
attributed to the parenting intervention cannot be determined.  
Parenting  
 Discussion Group Triple P reported significant reductions in parents over reactive 
interactions with their children and increases in parental confidence with small effect sizes (Keown 
et al., 2018). The Family Spirit Programme found significant increases in parental knowledge with a 
small to moderate effect size and increased parental locus of control with small effect size (Barlow 
et al., 2015). Indigenous Triple P reported significant reductions in parental verbose interactions 
with their children with a large effect size (Turner et al., 2007). The Incredible Years programme 
reported a significant treatment group effect on the parenting variables. It was not possible to 
calculate an effect size; thus, no comparison can be made to the other studies. No significant 
differences were found on any parent depression, anxiety or stress scales. 
 The Exploring Together programme did not report any interpretable results for comparison 
on their parenting outcome measure. A mean difference score from pre-to-post intervention was 
reported as being not significant (Robinson et al., 2013). 
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Table 2.4. Results of randomised controlled trials reporting on child and parent outcome measures following parenting interventions 
 
          Treatment       Control 
Study Outcome measure n  Mean  (SD) n  Mean  (SD)  ES 
Keown et al, 2019 ECBI Intensity (C) 41 95.47 30.24 29 110.43 30.98 0.601* 
  ECBI Problem(C) 41 5.74 5.81 29 9.88 8.24 0.631** 
  SDQ (C) 
   Emotional Symptoms 41 2.16 1.60 29 2.70 1.85 0.451** 
   Peer Problems 41 2.74 1.58 29 2.83 1.79 0.351* 
   Prosocial 41 7.66 1.58 29 7.46 1.31 0.381 
  SDQ impact Supplement(C) 41 0.41 1.42 29 1.42 2.57 0.541 
  PS (P) 
   Laxness 41 2.90 0.97 29 2.66 0.77 0.261 
   Over reactivity 41 2.63 0.90 29 2.91 0.91 0.301* 
   Verbosity 41 3.67 0.78 29 3.60 0.70 0.051 
       PTC(P)  
   Setting Self-Efficacy 41 83.88 15.57 29 86.24 10.12 -0.161* 
   Behavioural Self-Efficacy 41 80.12 19.08 29 80.26 17.06 0.011* 
 
  DASS (P) 
   Depression 41 4.06 5.59 29 4.85 4.82 -0.021 
   Anxiety 41 3.18 5.18 29 4.08 3.76 0.261 
   Stress 41 6.29 6.22 29 8.14 5.79 -0.071 
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  PPC (P)  
   Extent 41 25.85 11.96 29 45.23 21.00 0.881* 
   Problem 41 4.18 3.08 29 9.44 5.07 1.181** 
  RQI (P)  41 39.10 6.00 29 31.80 9.89 0.851 
 
Barlow et al, 2015 Family Spirit Measure   
    Externalising Domain (C) 159 Not Reported 163 Not Reported  0.232** 
    Internalising Domain (C) 159 Not Reported 163 Not Reported  0.232** 
    Dysregulation Domain (C) 159 Not Reported 163 Not Reported  0.272** 
    Competence Domain (C) 159 Not Reported 163 Not Reported  0.142 
    Parenting Knowledge (P) 159 Not Reported 163 Not Reported  0.422** 
    Parental Locus of Control (P) 159 Not Reported 163 Not Reported  0.172* 
    Parenting Stress Index (P) 159 Not Reported 163 Not Reported  0.182 
 
Turner et al, 2007 ECBI Intensity (C) 20 124.14 31.71 18 130.74 33.97 0.203* 
  ECBI Problem (C) NR 14.49 8.60 NR 12.80 8.89 NC* 
  SDQ (C) NR 14.41 5.59 NR 15.00 5.40 NC* 
  SDQ impact Supplement (C) NR 1.57 2.06 NR 2.50 1.88 NC 
  PS (P)  
   Laxness 20 2.93 1.35 18 3.48 0.95 0.473 
   Over-reactivity 20 2.81 0.85 18 3.23 0.01 0.703 
   Verbosity 20 3.39 0.95 18 4.17 0.96 0.823* 
  DASS (P) 
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   Depression 20 12.00 11.03 18 10.56 11.10 0.133 
   Stress 20 15.70 10.26 18 18.89 12.24 0.283 
   
Dionne et al, 2009 The sample size, means, SD’s, DF and effect size were not reported for any measure or analyses.  
  ECBI Intensity (C) A MANOVA of child variables reported a significant Treatment Group 
  CBCL Externalising (C) x Assessment Period interaction (F=4.48, p = .04). 
   Arnold Ineffective Parenting (P).  A MANOVA of parent variables reported a significant Treatment Group  
   Parent Sense of Competence (P) x Assessment Period interaction (F=5.27, p = 0.03). 
  Alabama Parenting Scale (P) 
Notes: 1  Cohen’s d reported in original paper 
  2 Effect size was reported to be calculated by: Estimated condition mean difference divided by the square root of the residual covariance 
estimate. 
  3 Cohen’s d calculated for this paper 
  *  Group difference Significant at 0.05 
  **  Group difference Significant at 0.01 
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Table 2.5. Results of quasi-experimental trials reporting on child and parent outcome measures following parenting interventions. 
 
   Pre Post  
Study  Outcome measure n mean (SD)  mean (SD)     ES 
Robinson et al, 2013 Ngari -P (C) 51 Not reported Not reported  0.62** 
  SDQ (C) 50 Not reported Not reported  0.38** 
  Kessler 6 (P) NR.          Mean change of 0.67 (Urban Indig)    NR 
    Mean change of 0.79 (Tiwi Indig).  NR 
Robinson et al, 2012 Ngari -P (C) 51 Not reported Not reported  0.62** 
  SDQ (C) 50 Not reported Not reported  0.38** 
  Kessler 6 (P) No results Reported 
Robinson & Tyler, 2006 ECBI Intensity 39 Not reported Not reported  0.13** 
  ECBI Problem 34 Not reported Not reported  0.22** 
  Ngari -P (C)      
   Intensity 24 Not reported Not reported  0.48** 
   Problem 22 Not reported Not reported  -0.14*
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Discussion 
 Given the significantly higher rates of disability and disruptive behaviour reported in 
Indigenous children and the poorer social and economic outcomes for Indigenous people generally, 
effective parenting interventions for this population are an essential component to ‘Closing the Gap’ 
on Indigenous disadvantage. Whilst strong empirical evidence exists to support the benefits of 
parenting interventions with both typically developing and children with disabilities, this systematic 
review of the literature yielded no studies focused on Indigenous children with disabilities and only 
a small number focused more broadly on Indigenous populations. Compounding the issues  
associated with such limited available literature is the lack of detail contained within one of the 
RCTs and the three pre-post studies who share the same first author, making meaningful 
assessments of the intervention outcomes difficult.  
In terms of the first outcome of interest, all of the intervention programmes showed 
significant improvements on at least one of the child behaviour measures which is reflective of the 
mainstream evidence base. Reporting on the second area of interest, parenting outcomes, was not as 
consistent across the studies, with the pre-post studies not reporting any interpretable details. 
Contrary to findings in mainstream studies (Sanders, Kirby, et al., 2014) reduction in parental stress 
was not observed in the RCTs. Review of the reported means for two of the RCTs show they were 
not clinically elevated at any of the assessment points meaning a floor effect may have been present 
(Keown et al., 2018; Turner et al., 2007).  
Methodologically, the lack of intent-to-treat analyses combined with significant rates of 
parental drop out by follow-up for the majority of studies means the sample sizes were generally 
small and significant bias may be impacting the reported results. The intervention afforded the 
largest sample size and smallest rate of drop out was a multifaceted programme, delivered to 
participants over three years (Barlow et al., 2015). The programme targeted both parenting skills 
and the parent’s own behavioural and health risks making it unclear which components of the 
intervention impacted on the child and parent outcomes. Although only a small effect size was 
obtained for both child and parent outcomes, the study demonstrated the effectiveness of 
community-based paraprofessionals as behavioural interventionists in areas where nurses and other 
health care professionals are in short supply. 
A strength of the literature is having multiple RCT studies. RCTs are accepted as the highest 
level of evidence available (NHMRC, 1999) with only a small proportion of RCTs being 
implemented with Indigenous populations world-wide (Glover et al., 2015). A systematic review of 
RCT health studies targeting Indigenous populations found facilitators to successful RCTs with 
Indigenous populations include Indigenous collaboration from the planning stages of the project, 
the research being driven by community need and cultural appropriateness of the intervention 
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content and delivery method. These facilitators were present in three of the RCT trials (Barlow et 
al., 2015; Keown et al., 2018; Turner et al., 2007) and the pre-post studies reviewed. 
Limitations 
There are several limitations of the research that increase potential bias. Future research 
needs to include strategies to increase participation and reduce drop-out rates. Procedures managing 
missing data, reasons for drop-out recorded, intent to treat analyses included and relevant data to 
maximise the interpretation and validity of the evidence available.  
Conclusion 
Given the strong evidence base for parenting interventions in reducing children’s disruptive 
behaviour and emotional problems and reducing dysfunctional parenting practices and improving 
parental levels of stress (Sanders, Kirby, et al., 2014; Singer et al., 2007), further research in this 
area to ‘Close the Gap’ on Indigenous disadvantage is warranted. This systematic review has not 
identified any studies specific to parenting interventions for Indigenous children with 
developmental disabilities and only a handful for Indigenous children more broadly. The limited 
results show culturally appropriate parenting interventions for Indigenous children are potentially 
beneficial with the feasibility of such programmes with Indigenous children with developmental 
disabilities warranting investigation. 
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Chapter 3 
 Consumer informed groups for cultural adaptation of Stepping Stones Triple P delivery with 
families of an Australian Indigenous child with a developmental disability and Indigenous family 
support workers. 
Parenting programmes have been effectively used to teach parents how to positively 
influence their child’s development, by modifying the family environment and their own parenting 
practices (Lundahl et al., 2006). There is a large body of literature that demonstrates the 
effectiveness of parenting programmes in reducing children’s disruptive behaviours and emotional 
problems, reducing dysfunctional parenting practices and improving parental levels of stress 
(Sanders, Kirby, et al., 2014; Singer et al., 2007). Whilst these parenting programmes are shown to 
be the most effective form of intervention for treating child and family problems (Dretzke et al., 
2009) factors such as how they are implemented impact on parents’ enrolment and attendance at 
programmes (Baker, Arnold, & Meagher, 2011). 
Implementation science 
The methods used to effectively implement an evidence-based parenting programme in the 
general community needs to consider ‘what’ will be implemented, ‘how’ it will be done, and ‘who’ 
will being doing it (Ogden & Fixsen, 2014). The ‘what’ of implementation refers to the specific 
programme being implemented. The content of sessions, use of workbooks and videos, examples 
and homework are all part of the programme’s content or ‘what’ is being implemented. It is 
essential that any modifications to the content do not impact the programme’s fidelity. The ‘how’ it 
will be implemented includes the time and location the programme is held; the number, delivery 
mode and length of sessions; cost of attending; travel requirements; child care arrangements; and 
provision of food. The ‘who’ refers to both the parents targeted to participate, and the facilitator/s 
selected to lead the programme. The ‘what’, ‘who’ and ‘how’ of programme implementation have a 
significant impact on the level of programme uptake, session attendance and dropout rates of 
parents (Dumas, Nissley-Tsiopinis, & Moreland, 2007).  
Successful engagement with stakeholders at the frontline, organisational, community and 
policy level has also been identified as crucial to successful programme implementation (Albers, 
Mildon, Lyon, & Shlonsky, 2017). Frontline stakeholders include the staff delivering the 
programmes and the end-users. It is recommended that staff have access to professional consultancy 
and supervision or coaching (Albers et al., 2017). End user attendance is influenced by a range of 
demographic factors and beliefs and knowledge about how helpful the intervention will be (Kazdin, 
1996). Demographic factors include SES, with families with lower SES found to be less likely to 
participate than those with higher SES, however once these families have attended a single session 
  
28 
it was found that SES did not impact on attendance (Kazdin, 1996). Dual parent families are also 
likely to attend more sessions than single parent families (Baker et al., 2011).  
Results for parents from culturally diverse backgrounds are mixed with some findings 
suggesting they are less likely to attend than Caucasian families (Baker et al., 2011) whilst other 
studies find no significant difference in enrolment and/or attendance rates (Kazdin, Stolar, & 
Marciano, 1995). Additional research has identified complex relationships that predict enrolment 
and attendance (Dumas et al., 2007; Scott et al., 2010). Dumas et al. (2007) found that enrolment 
was best predicted by planned behaviour (mothers’ stated intent to enrol), potential benefit 
(mothers’ report of significant stress and child oppositional problems) and control (mothers 
reported few time constraints to overcome). Actual attendance at the programme was only 
determined by the control measure, with 40% of mothers who said they would enrol, attending the 
programme. Ethnicity and socioeconomic factors were not found to be significant predictors of the 
engagement process. Similarly, Scott et al. (2010) found ethnically diverse populations and assessed 
high or low risk of children for social problems did not impact on recruitment rates when compared 
to white British participants. Scott et al. (2010) took time to gain trust with families in 
disadvantaged communities through building relationships with local schools, holding coffee 
mornings with families to explain the programme and recruiting equal numbers of higher and lower 
risk children’s parents to the programme to minimise stigma. 
Additional factors that have been found to negatively influence a parent’s enrolment and 
attendance in a parenting programme include concurrent stressful life events, parental level of 
education and the level of child antisocial behaviours (Damashek et al., 2012). Enrolment and 
attendance at parenting programmes has been shown to have dropout rates of forty to sixty percent, 
even when financial incentives, childcare, refreshments, and transportation were provided (Dumas 
et al., 2007). Therefore, it is important that programme facilitators can engage with potential 
families, identify their concerns and outline how the programme will assist them. 
At the organisational level it is important for single businesses to collaborate with others 
that can provide support through research, technical assistance and knowledge of previous 
implementation strategies that have been successful with the target community (Baker et al., 2011). 
At the community level it is local community organisations such as community service providers 
for child protection, disability services and health, in addition to local media, businesses, ethnic 
groups, and faith-based groups that can be engaged to support implementation efforts (Albers et al., 
2017). This may involve formal collaboration, assistance with venues, financial support or referring 
potential families who may benefit from the programme. At a policy level the implementation can 
be supported by all levels of government through either funding or an administrative role (Albers et 
al., 2017). Successful engagement of stakeholders at all four levels is necessary to positively 
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support the ongoing implementation of evidence-based interventions. 
Australian Indigenous Families 
Indigenous Australians generally experience lower SES and levels of education and higher 
rates of single parent families, involvement with child protective services, and stressful life events 
than non-Indigenous Australians (Albers et al., 2017). With Indigenous Australians experiencing 
higher rates of multiple factors linked to lower levels of attendance and engagement in parenting 
programmes they are therefore less likely to engage and attend than non-Indigenous Australians. 
The need for a culturally accepted parenting programme is evidenced by the over representation of 
Indigenous children in the child protection system, who are 7 times more likely to have a 
substantiated abuse or neglect report (Australian Institute of Health and Welfare, 2018); 10 times 
more likely to be in out of home care, and 16 times more likely to be under a youth justice 
supervision order than their non-Indigenous peers (Australian Institute of Health and Welfare, 
2013b).  
Disability population 
Children with developmental disabilities are three to four times more likely to engage in 
disruptive behaviours than their typically developing peers (Einfeld et al., 2013) and their parents 
are more likely to experience high levels of stress (Australian Human Rights Commision, 2009; 
Malhotra, Khan, & Bhatia, 2012). Indigenous Australian children aged 0-14 years are two and a 
half times more likely than a non-Indigenous child to have a developmental disability (Australian 
Institute of Health and Welfare, 2013b). There is a growing body of evidence supporting the 
effectiveness of parenting programmes specifically developed for families of children with 
disability (Einfeld et al., 2006; Gavidia-Payne & Hudson, 2002; Plant & Sanders, 2007; Ruane & 
Carr, 2018). Studies targeting parenting interventions with children with developmental disabilities 
have primarily been undertaken in Australian mainstream health services (Skotarczak & Lee, 2015; 
Tellegen & Sanders, 2013). As it is widely acknowledged that Indigenous Australians are reluctant 
to engage with mainstream health services, they are therefore unlikely to have been represented in 
this research.  
Cultural Adaptation 
There are several frameworks developed around the cultural adaptation of evidence-based 
psychotherapy. Domenech, Rodríguez and Bernal (2012) in their review of frameworks, models and 
guidelines for cultural adaptation found that the models had many similarities with a focus on 
ecological systems theory. The ecological validity of a programme refers to the congruence 
between the client’s experiences of their ethnoculture and linguistic context and the cultural 
properties embedded in the treatment. When culturally adapting programmes it is recommended 
that the target population is involved in the process of developing the adaptations of content and 
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activities, involve treatment providers who are knowledgeable about the target population, plan the 
adaptation or the intervention, undertake a pilot study on the acceptability and feasibility of the 
intervention and consider specific details of delivery (Tellegen & Sanders, 2013). It is essential that 
the key elements of the programme to be adapted are identified and clearly documented. The 
outcomes of the intervention must be evaluated for both cultural acceptability and effectiveness 
(Bernal & Adames, 2017). 
Triple P: Positive Parenting Programme 
  The Triple P Positive Parenting Programme is based on the founding principles of social 
learning theory, which has been demonstrated to be particularly effective in reducing behaviour 
problems in children and adolescents (Dretzke et al., 2009). The programme incorporates five 
principles: ensuring a safe, interesting environment; creating a positive learning environment; using 
assertive discipline; having realistic expectations; and taking care of yourself as a parent. Triple P 
has been researched extensively for 33 years and has been shown to clearly demonstrate both short 
and long term effectiveness in improving social, emotional and behavioural outcomes in children 
(Bernal & Adames, 2017; de Graaf, Speetjens, Smit, de Wolff, & Tavecchio, 2008a) and many 
benefits for participating parents (Bernal & Adames, 2017; de Graaf, Speetjens, Smit, de Wolff, & 
Tavecchio, 2008b). The programme has also been shown to be highly acceptable and useful for 
culturally diverse populations (Morawska et al., 2011). 
Triple P has also been successfully adapted and shown to remain effective with a range of 
different target populations. The Indigenous Triple P Programme was adapted from the Triple P 
Level 4 Group programme and has been demonstrated to be culturally acceptable and effective in 
reducing child behaviour problems with Indigenous Australian families (Turner et al., 2007). The 
programme utilises culturally adapted resources including a DVD and workbook, with the wording 
and examples written to be more culturally sensitive and relevant to parents of Indigenous children. 
The delivery of the programme also occurs over an extended time frame to enable more 
conversation and sharing to take place amongst group participants.  
Stepping Stones Triple P (SSTP) was adapted from the original Triple P programme to 
better meet the needs of families that include children with developmental disabilities. The 
programme includes two additional principles: being part of the community, and adapting to having 
a child with a disability. The workbook and DVD include additional strategies for teaching skills 
and managing behaviour based on the disability literature. The examples and wording have been 
adapted to be more sensitive and relevant for parents of children with disabilities (Sanders, 
Mazzucchelli, & Studman, 2004).  
This study aims to develop a delivery protocol for parents of Indigenous children with 
disabilities based on Level 4 Group Stepping Stones Triple P by amalgamating the cultural 
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adaptations seen in Indigenous Triple P with the specific needs of families with children with 
disabilities found in Stepping Stones Triple P, without compromising the programme’s fidelity. 
Method 
The project undertook to consult with stakeholders at the frontline, organisational, 
community and policy level which is reflective of prior research findings (Albers et al., 2017). The 
consultation started at the policy level with funding for the project coming from the population level 
trial of Stepping Stones Triple P titled ‘Mental Health of Young People with Developmental 
Disabilities’, which was funded by the Australian National Health and Medical Research Council 
(NHMRC). Community and Organisational consultation was undertaken during the ethical approval 
process with frontline consultation occurring during the consumer focus groups. 
Ethical considerations 
Working with the Australian Indigenous population requires an additional level of ethical 
approval as the population is recognised as a ‘Special Group’ in the National Statement on Ethical 
Conduct in Human Research (2007). There are two specific publications developed to assist 
researchers navigate the complex considerations necessary in the conception, design and conduct of 
appropriate research in Aboriginal and Torres Strait Islander communities. The Australian Institute 
of Aboriginal and Torres Strait Islander Studies (AIATSIS) has published ‘Guidelines for Ethical 
Research in Australian Indigenous Studies’, which contains fourteen principles of ethical research, 
(Australian Institute of Aboriginal and Torres Strait Islander Studies, 2012). The NHMRC has also 
published research guidelines titled, ‘Values and Ethics – Guidelines for Ethical Conduct in 
Aboriginal and Torres Strait Islander Health Research’ (2013).  
Although this project was part of the larger ‘Mental Health of Young People with 
Developmental Disabilities’ known as ‘The Stepping Stones Project’, a full ethics application was 
required as the project aimed to specifically recruit parents and carers of Indigenous children. The 
larger project’s ethical approval did not outline the specific research practices required to ensure 
that a process of meaningful engagement and reciprocity between the researcher and Indigenous 
people was being established, which is a requirement for any research involving Indigenous people 
(Australian Institute of Aboriginal and Torres Strait Islander Studies, 2012). 
To gain approval from the University of Queensland Behavioural and Social Sciences 
Ethical Review Committee, in addition to outlining how meaningful engagement and reciprocity 
was to be undertaken with Indigenous communities, initial consultation needed to be substantiated 
with evidence that it had already been undertaken. Evidence to show meaningful community 
consultation with each of the identified communities, the composition and role of the cultural 
advisory committee, a clear rationale for recruitment through government agencies and the cultural 
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appropriateness of the questionnaire, all needed to be submitted to the ethics committee, prior to 
receiving ethical approval. 
Evidence of community consultation which had taken place with Queensland Aboriginal 
and Torres Strait Islander Child Protection Peak (QATSICPP), the Northern NSW AECG Regional 
Committee and the local Tweed Heads AECG took the form of copies of emails and letters of 
support. Community locations were selected based on QATSICPP service areas in Queensland, the 
location of special schools, and classes for students with developmental disabilities in both 
Queensland and Northern New South Wales, and the service areas of the proposed Indigenous co-
facilitators. The community locations were identified as Casino, Lismore, Ballina, Tweed Heads, 
Beaudesert, Logan, Caboolture, Maroochydore, Toowoomba and Nambour. Multiple locations were 
included to recognise the diversity and uniqueness of Aboriginal and Torres Strait Islander people 
in urban and regional areas, (Australian Institute of Aboriginal and Torres Strait Islander Studies, 
2012).  
The Cultural advisory committee had been established to provide broad level advice to the 
researcher about the cultural appropriateness of the resources and practices for implementation of 
the project. The committee included a member from QATSICPP, the Regional Northern NSW 
AECG, an Indigenous academic and clinical psychologist and a practicing Indigenous Triple P 
facilitator. The cultural advisory committee reviewed the ‘Stepping Stones Project’ questionnaire 
and a shorter version was developed by the cultural advisory committee in consultation with the 
research team. Additionally, the questionnaire was to be completed in an interview format, face-to-
face with the participant, rather than online or over the phone as was the protocol for the ‘Stepping 
Stones Project’.  
The rationale for the recruitment of families to be predominantly through government 
schools, was that children in the target age range would typically be attending school and many of 
the schools that contained support units for students with developmental disabilities also had 
preschools attached to them. To expand recruitment opportunities beyond government agencies, 
consultation with the AECG identified Bunjum Aboriginal Co. as an Aboriginal Support Service 
that would be willing to support the project in Northern NSW. Consultation was also undertaken 
with the Institute for Urban Indigenous Health (IUIH) in Brisbane. A presentation was delivered to 
their senior staff and permission was provided to recruit families through their Aboriginal Medical 
Services (AMS) in Logan.  
To strengthen the ethics application, it was linked to three previously approved protocols 
including ‘The Stepping Stones Project’ and two standard Triple P projects investigating the 
effectiveness and acceptability of the Level 4 Group Triple P programmes in Indigenous 
communities. This project was designed to evaluate the cultural appropriateness of the Level 4 
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Group Stepping Stones Triple P resources and delivery protocol with families including an 
Indigenous child aged 2-12 years with a developmental disability. Further meetings of the research 
team with the Pro-Vice- Chancellor (Indigenous Engagement), University of Queensland, identified 
the ethics application for the project as a gold standard exemplar. 
Following receipt of the university ethics approval, ethics approval was sought from both 
the NSW Department of Education and the Queensland Education Department. State Education 
Research Application Process (SERAP) approval was obtained from the NSW Department of 
Education. Queensland Education advised that no approval was required as students themselves 
were not being recruited, but rather their parents were the ones participating in the project. 
Consultation process with agencies 
As a best practice process, consultation with Indigenous agencies involved negotiation, 
consultation, agreement and reaching mutual understandings between the research team and the 
Indigenous staff at the agencies voluntarily electing to participate in the project. This is reflective of 
the requirements of the Guidelines for Ethical Research in Australian Indigenous Studies, Principles 
six to nine, (Australian Institute of Aboriginal and Torres Strait Islander Studies, 2012). In return 
for free training in the delivery of Stepping Stones Triple P, local Indigenous family workers agreed 
to recruit ten families into the project and co-facilitate two groups with an experienced Triple P 
facilitator from the research team. This model was designed to support and upskill the Indigenous 
family workers and enable Stepping Stones Triple P to be available in the identified communities 
beyond the duration of the research project. This is reflective of principles ten and twelve requiring 
participation, collaboration and partnership in addition to benefits and positive outcomes for the 
community, (Australian Institute of Aboriginal and Torres Strait Islander Studies, 2012). 
Consultation with Indigenous agencies at an organisational and community level began 
through contacts known to the lead researcher. A request was made to the Tweed Heads AECG 
president for time to present the research proposal at a local meeting. The Tweed Heads AECG 
branch supported the project locally and requested it be presented at the North Coast AECG 
Regional meeting to expand the availability of the proposed programme. The research gained 
further support at the regional level. Bunjum Aboriginal Co. was the Indigenous agency identified 
by the AECG that would support the project’s implementation in Northern NSW. A single co-
facilitator was identified to assist with the programme delivery in Lismore, Ballina, Casino and 
Tweed Heads. 
The Parenting and Family Support Centre (PFSC) at the University of Queensland was 
working in partnership with QATSICCP on another PhD project. QATSICCP gave consent for the 
researchers to contact their programme affiliation partners for potential participation in the project. 
REFOCUS: Redirect, Empower, Family, Opportunities, Culture, Unique, Services, is an Indigenous 
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child protection organisation based on the Sunshine Coast in Queensland with offices in 
Caboolture, Maroochydore, Toowoomba and Nambour. They expressed interest in participating in 
the project with a family worker at each of their four sites identified as potential co-facilitators of 
the programme. 
Through word of mouth referrals, two requests to participate in the project were received by 
the lead researcher from non-government Indigenous community services. Firstly, an experienced 
Indigenous Triple P facilitator working at an Indigenous family support service, Mununjali Housing 
and Development Company, approached the research team to be involved. Discussions with 
Mununjali management based in Beaudesert offered to support the project in both Beaudesert and 
Logan. Two staff were identified to participate as programme co-facilitators, one for each site. 
Secondly, a paediatrician working at the Logan Mums & Bubs Aboriginal and Torres Strait 
Islander Community Health Service (ATSICHS) clinic contacted the research team and requested 
information about the project and how they could participate. Initial discussions were held with the 
paediatrician and interest in participating in the project was received. Follow up contact was 
difficult for the research team to secure. Feedback from the UQ ethics committee and subsequent 
contact with the Institute of Urban Indigenous Health (IUIH), established that appropriate research 
protocols had not been identified and followed during initial discussions with the paediatrician. As 
ATSICHS was a member of IUIH an ethics approval from the governing body was required for 
research to be conducted. This led to an ethics application being submitted and a presentation of the 
project and results from previous Indigenous Triple P research being presented to members of the 
IUIH Board and allied health practitioners who worked at the Logan clinic. The research was 
approved, however, due to the time delay between the original request and receiving the required 
ethics approvals, the Logan ATSICHS began participating in an alternative IUIH project trialling 
the ‘Circle of Security’ parenting programme (Australian Institute of Aboriginal and Torres Strait 
Islander Studies, 2012).  
The lead researcher visited all staff identified to participate as co facilitators for the project 
at their sites and went through the requirements of the project with them individually. Copies of the 
focus group and group programme parent information and consent sheets and posters and brochures 
advertising the project were left with each identified co facilitator. Details of the Stepping Stones 
training requirements and follow up to be provided by the research team was also outlined.  
The consultation processes outlined above highlight the extensive time researchers need to 
allow for effective engagement and consultation with Indigenous communities. There are often 
multiple gatekeepers, with the IUIH process illustrating that the gatekeepers are not always clearly 
identifiable from the outset. This can make Indigenous research both more time-consuming and 
more complex than when working with non-Indigenous groups. 
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Focus groups 
Focus groups were undertaken with frontline stakeholders to enable consultation with 
parents and carers of Indigenous children aged 2-12 with developmental disabilities and Indigenous 
family support workers who support those families (Hoffman, Marvin, Cooper, & Powell, 2006). 
The focus group questions were primarily designed to determine the cultural adaptations needed, if 
any, to be incorporated into the mainstream Stepping Stones Triple P programme content and 
structure to increase its cultural validity (Albers et al., 2017) and parental intent to participate. The 
focus group questions reflected the elements of ecological systems theory models (Bernal & 
Adames, 2017). 
The questions were designed to identify the types of child emotional, social and behavioural 
difficulties reported by parents of Indigenous children with developmental disabilities, disability 
support services they were currently accessing, awareness of available parenting services, and their 
preferences for accessing parenting support including cultural barriers and enablers. A section of 
each of the Indigenous Triple P and Stepping Stones Triple P videos was played at the focus 
groups. Questions about the content of the videos and parent preferences were discussed. Parent 
interest in attending a Stepping Stones programme based on the resources shown and questions 
about barriers and enablers to attending were asked. An auditory recording was taken of each focus 
group to enable transcribing and thematic analysis. Morning tea was provided for parents and carers 
who attended.  
The questions for parents and carers focused on their personal experiences and preferences 
for receiving parenting support. The questions for family workers were matched to the parent 
questions. They focused on what they believed their clients’ experiences were and what type of 
programme would be attractive to them. 
Parent focus groups 
Focus groups were planned in five areas, Beaudesert, Maroochydore, Lismore, Ballina and 
Tweed Heads to recognise the diversity and uniqueness of Indigenous people (Australian Institute 
of Aboriginal and Torres Strait Islander Studies, 2012; Domenech Rodríguez & Bernal, 2012) and 
to allow thematic saturation to be reached (Guest, Namey, & McKenna, 2017). Dates for the focus 
groups were negotiated with Indigenous family workers at each of those locations. The Indigenous 
family workers were not to be present at the parent focus group sessions. Their role was to recruit 
suitable parents and carers to attend. A target of 8-12 participants for each focus group was agreed 
upon. Focus groups were facilitated by the lead researcher. 
Three of the five planned focus groups proceeded. Tweed Heads, Beaudesert and 
Maroochydore. A total of ten parents participated. The parents and carers who attended were caring 
for three girls and seven boys with disabilities, with an average age of 7.3 years. The children had a 
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range of disabilities including developmental delay, autism, hearing impairment, vision impairment, 
cerebral palsy, intellectual impairment and ADHD. 
Focus groups planned in Lismore and Ballina did not proceed. The Lismore group had been 
arranged to be part of an information session with Northcott (community agency) who were setting 
up a parent support group in the area. The families who attended had not been given sufficient 
information about the purpose of the focus group, and inadequate time had been allocated for it to 
be conducted. This resulted in information about the project being provided to parents who were in 
attendance, however the focus group questions were not asked, and no recording was made. The 
focus group planned for Ballina did not proceed as no parents attended the session. 
Indigenous co-facilitator focus group 
 The Indigenous Co-facilitator focus group was designed to identify the behaviours of 
children with disability that their clients seek assistance for, the programmes and support currently 
offered to parents and carers and their previous experience delivering parenting programmes. A 
section of Indigenous Triple P and Stepping Stones Triple P video was played and questions about 
the content and recommendations for families’ engagement with the programme were discussed. 
Three Indigenous family workers participated. Two were trained in the delivery of Indigenous 
Triple P and the third had no Triple P training, however they had co-facilitated Indigenous Triple P 
with a trained facilitator. One of the Indigenous family workers trained in Indigenous Triple P was 
also trained in Level 3 Stepping Stones Triple P. 
 A thematic content analysis of the transcripts was undertaken by the lead researcher and a 
second-rater (SH). Identified behaviours and clusters were compared. Discrepancies were discussed 
which enabled agreement between raters to be reached. 
Results 
Behaviour 
 Parents and carers identified nineteen discrete behaviours, which clustered into four 
categories, that their children with developmental disabilities engaged in that worried them (Refer 
Table 3.1).  
These behaviours resulted in families avoiding taking their children out in public places, 
particularly shopping or to avoid changing a routine.  
 Indigenous family workers identified four reasons why parents and carers of children with 
developmental disability sought their support in response to a question about the behaviours 
children with disability engage in that leads their parents and carers to seek support. They did not 
identify any specific behaviours displayed by the children. (Refer Table 3.2). 
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Table 3.1. Behaviours parents and carers of Indigenous children with developmental disabilities 
report they perform that worry them 
 
Category Behaviour 
Physical Aggression hitting 
biting 
pinching 
fighting 
Verbal Outbursts Meltdowns 
Tantrums 
Screaming 
Verbal aggression 
Fears and Anxiety Withdrawal 
Clingy 
Vomiting/Gagging 
Avoidant 
Social Skills Obsessive 
Over sharing 
Overly affectionate 
Sibling Rivalry 
Non-sharing 
Non-compliant 
Demanding 
 
Table 3.2.  Indigenous family workers’ perceptions of why parents and carers of Indigenous 
children with disability aged 2-12 years seek their support 
 
 
Reasons for behaviour difficulties 
 
Communication difficulties 
Parents own feelings going up and down 
Parents focused on what their children can’t do 
Children frustrated by things they can’t do 
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Support services 
 Parents identified a few local support services available to them, particularly in the early 
intervention area, however funding, distance and having problems asking for assistance all 
contributed to limited access to those services. One parent stated, “… the family support workers 
provide emotional support, but are not equipped to handle kids like ours. Mostly you have to travel 
for support and that’s not always possible.”. Refer to Table 3.3 for services parents and carers 
accessed for support. The Indigenous family workers all offered Indigenous Triple P and provided 
families some assistance linking them to other agencies for allied health services. 
 
Table 3.3. Services parents and carers of Indigenous children aged 2-12 years with disabilities have 
accessed for support in raising their children 
 
Service Types 
 
Occupational Therapist 
Speech Therapist 
Psychologist 
Physiotherapist 
Paediatrician 
Autism Support Service 
 
Prior parenting programme experience 
 About half of the parents and carers who attended the focus groups had attended a parenting 
programme previously. Those that had attended had been to a standard Triple P Group programme. 
Refer Table 3.4 for Group programme format and comments.  
 The Indigenous family workers were either trained or had been involved in the delivery of 
Indigenous Triple P programmes. Refer Table 3.5 for programme delivery format. 
 
Table 3.4. Format and feedback of prior parenting programmes attended by parents and careers of 
Indigenous children aged 2-12 years with developmental disabilities. 
 
Sessions Phone calls Home Visits Comments 
Face to Face 
Group Format 
4-6 weekly sessions 
Nil Nil “focused too much on the parent” 
“not tailored for kids with disability and 
families” 
“didn’t’ like it” consensus statement 
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Table 3.5. Delivery format of Indigenous Triple P programme delivered by Indigenous family 
support workers 
Delivery 
format 
 Sessions Phone 
Calls 
Home 
Visits 
Option 1  Face to Face 
Group Format 
5 weekly x 2.5 hour duration 
1 x graduation session 
2  Nil 
 
Option 2 
  
Face to Face 
1:1 
 
Nil 
 
Programme 
delivered 
in home 
 
Response to stepping stones and Indigenous DVD  
 Feedback from parents, carers and Indigenous Family Workers on the Stepping Stones DVD 
was that it contained helpful information, but the acting was forced. The Indigenous DVD was seen 
to be more realistic. Indigenous Family Workers didn’t think the Stepping Stones DVD was suitable 
due to the language. Refer Table 3.6 for comments made by both parents and carers and the 
Indigenous Family Workers. 
Course structure  
 The typical 9-week, 5 x 2.5-hour group sessions followed by 3 weeks of telephone 
consultations and a final group session, course structure of Stepping Stones Triple P was outlined to 
the parents and several alternatives were proposed. The first alternative model was to complete the 
course intensively over 3 days with 3 follow up phone calls or home visits. This model is regularly 
adopted in Indigenous communities such as Cherbourg (Queensland) to boost parent attendance. 
Parents and carers responded positively to the idea of receiving individual support following the 
group sessions. Refer Table 3.7 for comments. 
To enable practice opportunities between sessions running three full days once per week or 
running the first day and two days the following week were suggested alternatives. The majority of 
parents and carers preferred the course to run over a shorter time frame, with longer sessions, but 
only one day per week. 
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Table 3.6. Parent and Indigenous Family Workers feedback on Indigenous and Stepping Stones Triple P DVD’s. 
 Overall comments Indigenous Triple P DVD Stepping Stones Triple P DVD 
Parents Carers “good and basic”. 
“The white video seems more scripted and acted. The 
other one seems more real.” 
“They were the same.”, 
“One had kids with disabilities, the other was 
Indigenous. It’s about our kids and both would help.” 
“Why can’t there just be one video for everyone?” 
 
“I liked the Indigenous one 
better.”, 
“More realistic.” 
“Didn’t seem forced.”, 
 
Indigenous Family 
Workers 
“They would relate to the Indigenous video more. The 
language is not appropriate in the Stepping Stones 
DVD.” 
 
 “A lot of the Stepping Stones video 
relates to our children. The toilet one 
was a bit weird.” 
“Need to speak in our way” 
“Not as many toys that our families 
have.” 
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Table 3.7. Parent comments about individual phone calls or home visits after attending group 
sessions. 
General Comments Phone Calls Home Visits 
 
“Individual input is good” 
 
“I think talking to someone 
one on one would be good” 
 
  
“put you out of your comfort 
zone but can be good because 
you get to see the kids.”.  
 
Factors impacting attendance 
Parents and carers identified childcare as the most important issue when scheduling a 
parenting programme. For the majority of parents to attend the programme it would need to be held 
during school hours when their children were at school or in childcare. The day the programme was 
held was the second identified issue as appointment schedules would impact their ability to attend. 
This varied for each family with no single day being a clear preference for the groups. The location 
for the programme to be conducted was the third factor they identified. The groups would need to 
be conducted locally for them to attend. The venues the Focus Groups had been conducted in were 
seen by the parents and carers to be appropriate. When asked about potential barriers to attending 
the sessions the parent responded with “themselves” and the others agreed. Distance to the 
programme and needing the option of a spare session at the end to ‘catch up’ were also identified as 
potential barriers. 
Indigenous family workers identified a phone call reminder to participants a day or two 
prior to each session as a way of boosting attendance. Ensuring families had transport available so 
they could attend the sessions and having hands on activities were also strategies that would 
encourage attendance. Barriers to attendance included, having terrible facilitators that made parents 
sit through the video without talking, putting people on the spot, being “like a classroom” and 
reading the information from the book. Using just the Stepping Stones video they also felt would 
deter some parents. 
Discussion 
The aim of this study was to develop a delivery protocol for Stepping Stones Triple P for 
parents of Indigenous children with developmental disabilities by amalgamating the cultural 
adaptations seen in Indigenous Triple P with the specific needs of families with children with 
disabilities found in Stepping Stones Triple P. Results obtained found parents of Indigenous 
children with disabilities aged 2-12 years sought support for their children’s behaviours that are 
similar to those for non-Indigenous families with children with disabilities as measured on the 
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CAPES-DD (Emser, Mazzucchelli, Christiansen, & Sanders, 2016). The parents and Indigenous 
family workers identified the strategies obtained in the Stepping Stones DVD would be helpful for 
Indigenous families, however, the language and acting in the Indigenous DVD was more acceptable 
to them. Using the Indigenous Triple P DVD to show examples for the 5 Core Triple P principles 
and the Stepping Stones DVD for the 2 additional disability specific principles was seen as an 
acceptable compromise. Using both DVD’s enables models of both Indigenous children and 
children with disabilities to be used during the programme increasing its ecological validity 
(Domenech Rodríguez & Bernal, 2012).  
The importance of gauging parenting perception of the programme (Pemberton & Borrego, 
2007) given the lack of research in this area was important. Parent perception of their previous 
attendance at standard Group Triple P was negative. This did not taint their willingness to attend 
another Triple P programme, especially one that was designed specifically for children with 
disabilities. Opportunity for individual consultation through a choice of either phone calls or home 
visits with the facilitator was important to parents. Most reported they had not had that opportunity 
when participating in standard Group Triple P. The standard delivery model for Stepping Stones 
Triple P over 9 weeks was seen as taking too long. Having three longer group sessions followed by 
3 phone calls or home visits was more acceptable to the majority of the parents. To increase the 
chance of parents participating in the programme, childcare needed to be provided and during 
school hours was identified as the most appropriate time for the programme to be held.  
The manager of REFOCUS recognised during the focus group recruitment that they didn’t 
have enough eligible clientele to recruit for the feasibility study and didn’t have the resources to 
coordinate recruitment from the wider community. As a result, recruitment and groups planned for 
Maroochydore, Caboolture, Nambour and Toowoomba did not proceed.  
As implementing strategies that have been found to be previously successful with the 
population are important to successful programme development (Baker et al., 2011), Indigenous 
family support workers suggestion that families be called the day prior to the sessions as a reminder 
to boost attendance was included in the protocol. Morning tea and lunch would also be provided to 
encourage parents to attend. Recommendations to include practical activities in the programmes 
sessions with lots of breaks and parent discussion were also identified as strategies that would 
engage the parents and keep up programme attendance rates. Overall, the identified facilitators and 
barriers to parent engagement in the programme were not dissimilar to those commonly reported in 
the literature (Mytton, Ingram, Manns, & Thomas, 2014) 
Limitations 
 A limitation to this study is the possibility that thematic saturation was not reached in the 
parent/career focus groups due to both the number of focus groups and sample size. Three focus 
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groups with approximately eight participants in each group is recommended in the literature to 
discover more than 80% of the themes, with four focus groups discovering more than 90% of the 
themes (Guest et al., 2017). As a total of only 10 parents/carers participated across three focus 
groups, thematic saturation cannot be assumed. Further, as only one focus group with three 
Indigenous family support workers was conducted, it can be assumed thematic saturation was not 
met for this group. This may impact the acceptability of the culturally adapted delivery protocol 
into Indigenous communities outside of those who participated in the programmes development. 
Conclusion 
Through the consultation process and analysis of the focus group data the protocol to be 
used as part of the feasibility trial involves conducting a Level 4 Group Stepping Stones programme 
over 6 weeks. Three group sessions will be held one day per week for the first 3 weeks. Each 
session will be run over 5 hours, during school time with a morning tea and lunch break. Morning 
tea and lunch will be provided for parents in attendance. Practical activities undertaken in the 
sessions will include making a visual schedule and a behaviour chart. All materials will be provided 
to the parents. To maximise the ecological validity of the programme, the Indigenous Triple P DVD 
will be primarily used, with the Stepping Stones DVD supplementing for the additional strategies 
specific for children with disabilities. Group sessions will be followed by three weeks of either 
phone calls or home visits. The programmes will be facilitated by an experienced Triple P 
facilitator and co-facilitated by a local Indigenous family support worker.  
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Chapter 4 
A feasibility study of a culturally adapted delivery of Stepping Stones Triple P with Indigenous 
families with a child with a developmental disability. 
  
 Australian State and Federal Governments have been committed to ‘Closing the Gap’ on 
Indigenous disadvantage since the signing of the National Indigenous reforms agreement in 2009 
(Council of Australian Governments, 2009). The agreement was developed in response to the Social 
justice report (2005) which recommended ‘That the governments of Australia commit to achieving 
equality of health status and life expectation between Aboriginal and Torres Strait Islander and non-
Indigenous people within 25 years’ (Aboriginal and Torres Strait Islander Social Justice 
Commissioner, 2005, p. 16). Building blocks were identified to address the underlying social 
determinants that influence and affect health. These include early childhood, schooling, health, 
economic participation, healthy homes, safe communities and, governance and leadership. A variety 
of programmes and research has been undertaken to address these underlying social determinants as 
part of the ‘Closing the Gap’ strategy over the last 10 years, with little, none or negative impact on 
the majority of targets (Commonwealth of Australia, 2018; Holland, 2018).  
 An area that has received limited acknowledgement in the ‘Closing the Gap Strategy’ is 
disability. Almost a quarter of Indigenous Australians (23.4%) have a disability making them 1.7 
times more likely to be living with a disability than non-Indigenous Australians (Australian Bureau 
of Statistics, 2017). Disability is recognised as having a significant negative impact on both 
education and employment (Athanasou, 2014) with higher rates of disability amongst Indigenous 
Australians contributing to the identified gap in their employment and educational outcomes. 
Indigenous people with disability experience significantly higher levels of unemployment and 
significantly lower levels of education than non-Indigenous people with disability (Australian 
Bureau of Statistics, 2017). This suggests interventions specifically targeted to Indigenous people 
with disability are required to help close the gap on Indigenous disadvantage. 
 Disability research shows early intervention programmes are an effective and cost-effective 
means to assist people with disability reach their potential. The rate of disability amongst 
Indigenous children is more than twice that of their non-Indigenous peers, with the rate of disability 
for Indigenous children aged 0-14 years rising from 14.2% in 2009 to 15.2% in 2012 (Australian 
Bureau of Statistics, 2017). ‘Closing the Gap’ targets focused on early childhood education are one 
of the few reported as being ‘on track’, with 91 per cent of Indigenous four-year-olds enrolled in 
early education Programmes in 2016 and the target of 95 percent set for 2025 (Commonwealth of 
Australia, 2018). This is a key opportunity for childhood disability to be identified and early 
intervention programmes to be successfully implemented. 
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Parenting programmes have been shown to be an effective early intervention, reducing child 
behavioural and emotional problems and improving parental levels of stress and family functioning 
(Sanders, Kirby, et al., 2014; Singer et al., 2007). It is widely accepted that children with disabilities 
are three to four times more likely to develop behavioural and emotional problems than typically 
developing children (Einfeld et al., 2006) and without appropriate intervention these behaviours are 
likely to continue (Sanders & Kirby, 2012; Sofronoff et al., 2011). A child’s development, 
emotional functioning, language development, social skills and future life opportunities have all 
been linked to the quality of parenting they receive (Sanders & Kirby, 2012; Stack, Serbin, Enns, 
Ruttle, & Barrieau, 2010). It has also been demonstrated that there is a significant burden placed on 
caregivers from parenting a child with a developmental disability (Bhatia, Srivastava, Gautam, 
Saha, & Kaur, 2015; Malhotra et al., 2012). Higher levels of stress and psychiatric conditions such 
as depression and anxiety disorders are observed in this population (Malhotra et al., 2012) which 
are known to negatively impact on the quality of parenting a child receives (Kelley, 2010).  
Parenting skills in Indigenous families have been negatively affected, in one or more 
generations, by the forced removal of one or more children (National Inquiry into the Separation of 
Aboriginal & Torres Strait Islander Children from Their Families, 1997). This has resulted in many 
Indigenous people having no effective or successful parenting model to draw upon when parenting 
their own children, having a direct and pervasive impact on their parenting skills (National Inquiry 
into the Separation of Aboriginal & Torres Strait Islander Children from Their Families, 1997). The 
practice of forced child removal over decades and associated intergenerational effects are common 
across First Nations populations (Haag, 2013; Smylie, 2015). For Indigenous parents/carers the 
burden of parenting a child with a developmental disability is in addition to the many other social 
stressors commonly experienced by Indigenous families (refer Chapter 1, p. 1; Chapter 2, p 5; 
Chapter 3, p. 29) and the strong possibility that their own parenting skills have been adversely 
impacted by the history of forced child removal. This makes Indigenous families with children with 
developmental disabilities an extremely vulnerable population, requiring urgent targeted support.  
 A systematic search of the literature, outlined in Chapter 2, revealed no research that has 
been conducted with culturally appropriate parenting programmes for Indigenous families with a 
child with a disability aged 2 to 12 years. There are only a small number of studies that specifically 
focus on parenting programmes for Indigenous populations world-wide (Barlow et al., 2015; 
Dionne et al., 2009; Keown et al., 2018; Robinson & Tyler, 2006; Robinson et al., 2012; Robinson 
et al., 2013; Turner et al., 2007). Several of these studies provide evidence that 
parenting programmes can be effectively culturally adapted to maintain programme fidelity and 
efficacy (Keown et al., 2018; Turner et al., 2007). Although this research area is in its infancy, it is 
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further supported by research that demonstrates cultural and ethnic minorities benefit as much or 
more than majority populations from evidence-based interventions (Huey & Polo, 2008). 
 The present study is the first to examine the feasibility of a culturally adapted delivery 
protocol of a parenting programme designed for parents and carers of Indigenous children aged 2-
12 years with developmental disabilities. Stepping Stones Triple P was selected as the programme 
to be culturally adapted and trialled for several reasons. Firstly, it has been specifically developed 
for parents and carers of children with disabilities (Sanders et al., 2004). Two meta analyses of the 
Stepping Stones system have been undertaken, which demonstrate the effectiveness of the 
programme at all levels (Ruane & Carr, 2018; Sanders, Kirby, et al., 2014). This provides the 
opportunity to flexibly customise a programme from its multilevel parenting and support strategy 
(Ruane & Carr, 2018). Stepping Stones Triple P includes two additional parenting principles from 
the Standard Triple P Programmes: Adapting to having a child with a disability, and being part of 
the community. Level 4 Group Stepping Stones Triple P adopts broad-focus training incorporating 
a range of parenting skills to promote child development and to manage mild to moderate level 
challenging behaviours (Sanders et al., 2004). The efficacy of Level 4 Stepping Stones Triple P in 
reducing childhood disruptive behaviours, increasing parental confidence and satisfaction and 
reducing levels of family dysfunction has been demonstrated in both mixed disability groupings 
(Roux et al., 2013) and groups where families had a child with autism (Schrott et al., 2018).  
Secondly, Level 4 Group Triple P has been successfully culturally adapted and trialled with the 
Australian Indigenous population (Turner et al., 2007) resulting in the publication of the Indigenous 
Triple P programme. Indigenous Triple P is a Level 4 Group Triple P programme. It has culturally 
appropriate resources developed with elders from Australian urban and rural Indigenous 
communities. The programme covers five of the seven positive parenting principles encompassed in 
the Stepping Stones Triple P programme. Group Triple P is the only manualised parenting 
programme (to the knowledge of the author) that has been successfully culturally adapted and used 
with Indigenous populations in Australia, Canada, USA and New Zealand (Houlding, Schmidt, 
Stern, Jamieson, & Borg, 2012; Turner, Sanders, & Hodge, 2014). The culturally appropriate 
resources from Indigenous Triple P and the disability specific resources from Stepping Stones 
Triple P, enable a blending of resources to be used in the culturally adapted delivery protocol of 
Stepping Stones Triple P as a way to increase the programme’s ecological validity. 
The current study aimed to deliver a culturally tailored protocol of the Level 4 Stepping Stones 
Triple P Programme targeting parents/carers of Indigenous children (aged 2-12 years) with 
developmental disabilities. The method for cultural adaptation of the programme and factors 
addressed to promote parent attendance and engagement are outlined in Chapter 3. As a systematic 
review of the literature revealed that neither this programme, nor any other parenting programme, 
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has ever been delivered to parents/carers of Indigenous children with disabilities, there is a series of 
research questions in which we are interested:  
1. Does the community engagement and approvals process impact on participant recruitment? 
2. Is it possible to engage enough families to conduct an RCT? 
3. Will the retention strategies identified through community consultation keep families 
engaged in the programme? 
4. Will there be characteristics of these families that make it more difficult for them to 
participate in the programme and use the strategies? 
5. Do mainstream validated measures of disruptive child behaviour, parental confidence and 
parenting satisfaction, parenting skills and family dysfunction find comparable results to 
those reported in mainstream RCTs that used the same intervention? If similar results were 
to be found it would be anticipated that when compared to a waitlist control condition, 
families receiving a culturally adapted delivery of Level 4 Group Stepping Stones Triple P 
would show: 
a. A clinically significant and reliable decrease in the level of child disruptive 
behaviours at post-intervention. 
b. Higher levels of parental confidence and parenting satisfaction at post-intervention. 
c. Higher levels of parenting skills at post-intervention 
d. Lower levels of family dysfunction at post-intervention. 
e. Decreases in child disruptive behaviours and family dysfunction and increases in 
parental confidence and satisfaction would be maintained at 3-month follow-up 
Method 
Cultural advisory committee 
A cultural advisory committee was established to provide broad level advice to the research 
team about the cultural appropriateness of the resources and practices for implementation of the 
project. The committee included a member from Queensland Aboriginal and Torres Strait Islander 
Child Protection Peak (QATSICPP), the Regional Northern New South Wales Aboriginal 
Education Consultative Group (NSW AECG), an Indigenous academic and clinical psychologist 
and a practicing Indigenous Triple P facilitator. The cultural advisory committee was involved in 
the questionnaire development and advised that the questionnaire was to be completed in an 
interview format, face-to-face with the participant, rather than online or over the phone as was the 
protocol for the ‘Stepping Stones Project’.  
Programme facilitators 
 Eight Indigenous family support workers, employed by three local Indigenous family 
support providers, were engaged during the consultation and planning phase of the project. Free 
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training and accreditation in Level 4 Group Stepping Stones Triple P was offered to each family 
support worker in exchange for recruitment of ten parents/carers into the project and their co-
facilitation of the group programme with an experienced lead facilitator for both the intervention 
and waitlist control groups. The programme was to be offered in nine locations across Northern 
New South Wales and South East Queensland. One agency came to the realisation they did not have 
suitable clientele to recruit participants from, nor the ability to recruit from the wider population. 
Although willing to cofacilitate the programmes, without the ability to recruit participants those 
locations were discontinued as geographically it wasn’t possible for the research team to facilitate 
participant recruitment. Three Indigenous family support workers from two agencies remained with 
the project. 
Participants  
The sample consisted of 41 parents/carers of an Australian Indigenous child aged 2 to 12 
years with a developmental disability (i.e., Autism, intellectual impairment, developmental delay, 
cerebral palsy, Down syndrome, hearing impairment, vision impairment). Thirty-five participants 
were recruited during June and July 2015 by three local Indigenous family support workers across 
five communities. The parents/carers who had participated in the consultation during development 
of the programme delivery protocol (refer Chapter 3) were all contacted and offered the opportunity 
to take part in the trial. To support the recruitment process, school principals and special education 
staff, health professionals who regularly had contact with children with developmental disabilities 
(e.g., paediatricians, occupational therapists and speech pathologists), and early intervention 
services were provided a flyer advertising the project in Casino, Ballina, Tweed Heads, in New 
South Wales, and Beaudesert and Logan in Queensland. Six participants were recruited in Victoria 
and participated in the ‘Stepping Stones Project’. Their data was obtained for inclusion in the 
quantitative analysis. The flow of participants through the study is detailed in Figure 4.1.  
 The majority of children were male (85.4%) with ages ranging from 2 to 12 years (M= 6.54, 
SD = 3.11) and most of the children were not receiving medication related to their disability 
(79.5%). The children had up to seven siblings living in the family home (M=1.95, SD = 1.67) and 
a total number of people living in the home including the child ranging from 2 to 10 (M =4.95, SD 
=2.07). The majority of participating parents/carers were female (87.8%) with the biological mother 
most frequently represented (78.0%). In terms of family composition, just under half (43.9%) of the 
parents/carers identified they were the sole parent (including single parent/divorced/separated/ 
widow) living in the household. Of the participating parents, 73.1% identified as Aboriginal or 
Torres Strait Islander. Nearly two thirds of the participants (65.9%) stayed at home to look after 
their child with a disability. Only 17.1% of the sample were in some form of paid employment. In 
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terms of education, 34.1% of the participating parents had not completed high school, with 9.7% 
having a university qualification.  
The target children had a range of developmental disabilities with 43.9% of children having 
a primary diagnosis of developmental delay, 26.8% autism, 19.5% intellectual impairment and 
2.4% for both physical disability and hearing impairment. All the children had a comorbid 
diagnosis, with 91.2% being another developmental disability and 8.9% being a mental health or 
behavioural diagnosis. A third diagnosis was given to 19.5% of the sample. The intervention and 
wait-listed groups did not differ significantly on the demographic characteristics at pre-intervention 
suggesting the stratified sampling method was successful. Table 4.1. displays the demographic 
characteristics. 
Measures  
 Measures were selected based on their previous use in research with Indigenous populations, 
advice from the cultural advisory committee and connection with the larger population level 
‘Stepping Stones Project’. 
Family Background Questionnaire 
 Much of this measure is adapted from the Western Australian Child Health Survey (Zubrick 
et al., 1995). Essential biographical data included contact details, the child’s details (name, age, sex 
and date of birth), child’s diagnosed disabilities, number of siblings, parents’ marital status and 
relationship to the child, current employment status and educational background. The assessment 
booklet also included family background details such as the names and ages of all people living in 
the home and their relationship to the child, parents use of health services, who supports them in 
their parenting role and activities they do as a family. There were no questions related to family 
financial circumstances included at the request of the cultural advisory committee who considered 
questions of that nature would be culturally shaming for the participants and would hamper 
recruitment into the project. 
Eyberg Child Behaviour Inventory (ECBI; Eyberg & Pincus, 1999).  
 The ECBI is a 36-item measure of parental perceptions of disruptive behaviour in children 
aged 2-16 years. It incorporates a measure of frequency of disruptive behaviours (Intensity) rated on 
7-point scales and a measure of the number of disruptive behaviours that are a problem for parents 
(Problem). Each of the 36 items are rated on each scale. The ECBI has been shown to have high 
internal consistency for both the Intensity (r=.95) and Problem (r=.94) scores and good test-retest 
reliability (r=.86) (Robinson, Eyberg, & Ross, 1980). The ECBI is sensitive to the effects of 
intervention, allowing the tracking of behaviour over time. It has also been used with Australian 
Indigenous populations (Robinson & Tyler, 2006; Turner et al., 2007) and was the measure used to 
develop the culturally adapted ‘Ngari’ questionnaire (Robinson & Tyler, 2006; Robinson et al., 
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2012; Robinson et al., 2013). In this sample, the internal consistency was excellent for both the 
intensity and problem subscales (a = .92 and .93 respectively). 
Parenting and Family Adjustment Scale (PAFAS; (Sanders, Morawska, Haslam, Filus, 
& Fletcher, 2014).  
 The PAFAS assesses parenting practices and parent and family adjustment. The scale 
consists of 30 items. 18-items measuring parenting practices (factors incorporated parental 
consistency (5 items), coercive parenting (5 items), positive encouragement (3 items), and parent-
child relationship (5 items) and 12 items measuring family adjustment (factors encompassed 
parental emotional adjustment (5 items), family relationships (4 items), and parental teamwork (3 
items)). Each item is rated on a 4-point scale from 0 (not true of me at all) to 3 (true of me very 
much). Some items are reverse scored. For each subscale of the PAFAS Parenting and PAFAS 
Family Adjustment, the items are summed to provide scale scores, with higher scores indicating 
higher levels of dysfunction. Psychometric evaluation of the PAFAS in families with typically 
developing children revealed that these scales had good internal consistency, as well as satisfactory 
construct and predictive validity (Sanders et al., 2014). In this sample internal consistency was good 
for coercive parenting (a =.80), parent adjustment (a =.80) and family relationships (a =-.80); 
acceptable for parental consistency (a = .722); questionable for parent-child relationships (a = .67) 
and poor for positive encouragement (a = .568). The parental teamwork subscale was not retained 
as the Cronbach’s alpha was unreliable.  
 Child Adjustment and Parent Efficacy Scale – Developmental Disabilities (CAPES-
DD); (Emser et al., 2016).  
The CAPES-DD was developed for use with children with a developmental disability. The 
scale has a total of 21 items. It has a 13 item Intensity scale (with two subscales, a Behavioural 
Problems subscale and an Emotional Problems subscale, measuring children’s externalising and 
internalising behaviour problems respectively), an 8-item Prosocial Behaviour scale, and a 13-item 
Self-Efficacy scale that measures parent’s self- efficacy in managing specific child problem 
behaviours. Items on the Total Problems and Prosocial Behaviour scales are each rated on a 4-point 
scale. For the Self-Efficacy scale, respondents indicate on a 10-point scale their level of confidence 
when managing each of the child behaviour problems. In this sample, internal consistency was 
found to be excellent for the Self Efficacy Scale (a = .922) and good for the Intensity Scale (a = 
.821). The behaviour subscale had a good internal consistency (a = .826). The emotional and pro 
social subscales were not retained in analyses as the Cronbach’s alphas for both subscales were 
unreliable. 
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Figure 4.1. CONSORT diagram showing the flow of participants through the trial 
Completed T1 and randomised (n=33) 
 
Additional participants 
(n=2) assessed for 
eligibility, Completed T1 
and allocated to 
intervention condition.  
  
Enrolment 
Assessed for eligibility (n=39) 
Excluded (n =2)  
Not meeting Inclusion criteria (n=1) 
Declined to participate (n=1) 
Did not complete T1 (n=4) 
Allocated to intervention condition and 
began Intervention (n =16) 
Allocated to wait listed 
condition (n =17) 
Did not 
complete T2 
(n=1) 
(unable to 
contact) 
 
Completed T2 (n=16) 
Received full intervention (n=7) 
Completed > 70% of intervention (n=3) 
Completed 50% > 70% of intervention 
(n=5) 
Completed < 50% (n=1) 
 
Post-intervention 
Completed T3 
(n=13) 
Completed T3 Post 
intervention (n=7) 
Received full intervention 
(n=2) 
Completed > 70% <50% 
(n=4) 
Completed <50% (n=1)  
 
3-month Follow-up 
Did not complete T2 
(n=1) 
Dropped out during 
first group session 
(Group too 
overwhelming) 
Did not complete T3 
(n=3) 
Scheduled appointments 
not attended (n=2) 
drug rehab (n=1) 
Completed T2 (n=16) 
Began intervention 
(n=8) 
Took no further part in the 
study 
(n=8) 
 
Analysis 
Intervention 
Completed T1(n=24) 
Completed T2 (n=23) 
Completed T3 (n=19) 
Additional Victorian participant data included 
from Stepping Stones Project (n=6) 
Received full intervention (n=6) 
 
Wait-list 
Completed T1(n=17) 
 Completed T2 (n=16) 
 
Completed T2 
(n=1) 
Did not attend 
programme  
(Housing 
Relocated) 
Did not 
complete T3 
(n=1) 
2 scheduled 
appointments not 
attended 
Total Programme Participants 
Completed T1 - 30 
Completed T2 - 30 
Completed T3 - 19 
Allocation 
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Table 4.1. Demographic characteristics of the sample 
 Intervention Wait List Difference between 
Demographic characteristic  (n=24)  (n=17)  the conditions 
Continuous M   SD  M SD  F(1,39)  p 
Child age (years) 6.21 2.86 7.00 3.46 .640 .428 
  (n=22)  
Number of siblings  1.82 1.53 2.12 1.87 .303 .585 
Number of people living in   (n=22)  (n=16) 
 family home 4.73 1.70 5.25 2.52 .586 .449 
   (n=16)  (n=15) 
Adverse Childhood  3.50 2.88 4.93 2.52 2.166 .152 
Experience 
Categorical n % n % c2 p 
Sex of parent/carer attending 
 Male 4 16.7 1 5.88  
 Female 20 83.3 16 94.12 .382 .298 
Parent/carer identifies as 
 Aboriginal 18 75.0 11 64.7 
 Torres Strait Islander 0 0.0 1 5.9 
 Other 6 25.0 5 29.4 1.633 .442 
Relationship to child 
 Mother 17 70.8 15 88.2 
 Father 2 8.3 1 5.9 
 Step-Father 1 4.2 0 0.0 
 Foster Mother 1 4.2 0 0.0 
 Foster Father 1 4.2 0 0.0 
 Other 2 8.3 1 5.9 2.675 .750 
Marital Status 
 Married 12 50.0 3 17.6 
 Divorced/separated 2 8.3 3 17.6 
 Single 6 25.0 6 35.3 
 Defacto 3 12.5 5 29.4 
 Widow 1 4.2 0 0.0 6.082 .193 
Employment status of parent/carer 
 In paid employment 3 12.5 4 23.5 
 Not in paid employment 21 87.5 13 76.5 .855 .421 
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Education of participating parent 
 Some high school 7 29.2 7 41.2 
 Completed High School  4 16.7 0 0.0 
 TAFE/College certificate 11 45.8 8 47.1 
 University Degree 2 8.3 1 5.9 
 Postgraduate Degree 0 0.0 1 5.9 4.750 .314 
Parent is stay at home carer 
 Yes 17 70.8 10 58.8 
 No 7 28.2 7 41.2 .638 .512 
Gender of child 
 Female 5 20.8 1 5.9  
 Male 19 79.2 16 94.1 1.781 .373 
Primary developmental disability of child 
 Developmental delay 13 54.2 7 41.2 
 Intellectual impairment 5 20.8 3 17.6 
 Autism 5 20.8 6 35.3 
 Physical disability 0 0.0 1 5.9 
 Hearing impairment 1 41.7 0 0.0 3.292 .510 
Comorbid disability 1 
 Intellectual impairment 4 17.4 1 5.9  
 Autism 3 12.5 2 11.8 
 Physical disability 1 4.2 1 5.6 
 Hearing impairment 3 12.5 1 5.9 
 Other  2 8.3 2 11.8 
 No comorbid disability 11 45.8 10 58.8 1.908 .862 
Comorbid disability 2    
 Autism 1 4.2 1  5.9 
 Vision impairment 2 8.3 0 0.0 
 Other 4 16.7 0 0.0  
 No comorbid disability 17 70.8 16 94.1 4.980 .173 
Child Medicated                           (n=21) 
 Yes 5 20.8 3 17.6 
 No 17 79.2 14 82.4 .152 1.000 
Note. F = univariate ANOVA effect for condition: x2=Pearson’s chi-square (where expected cell 
frequencies are too low for chi-square, 2-sided significance for Fisher’s Exact Test is reported). Data 
based on preintervention information. 
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 Adverse Childhood Experience Questionnaire (ACE); (Felitti et al., 1998).  
 The ACE is a 10-item self-report measure developed to identify adverse childhood 
experiences of abuse and neglect. Retrospective responses are required for exposure to physical, 
sexual and emotional abuse as well as exposure to family dysfunction identified to be parent mental 
illness, substance abuse, illicit drug use, incarceration and domestic violence prior to their 
eighteenth birthday. The questionnaire identifies major risk factors occurring during childhood that 
may lead to the development of health issues and household dysfunction later in life. In this sample 
the internal consistency was found to be acceptable (a = .762). This measure was added to the Time 
2 data collection following consultation with the cultural advisory committee and a successful 
ethical amendment application as The Family Background Questionnaire did not enable the 
complexities of the participants’ family circumstances to be adequately described. Participants were 
advised that responding to the questions was completely voluntary and they could ask not to 
continue at any point.  
 Client satisfaction 
 A 12-item client satisfaction questionnaire was developed to address the cultural adaptions 
made to the programme; including the DVD’s, workbook, length and number of sessions, phone 
calls/home visits, facilitator, willingness to recommend the programme to family and friends and 
preference for group or individual delivery. Yes/No responses with comments were recorded. 
Design 
 The design of the study was initially a randomised two-arm clinical trial involving two 
conditions (intervention vs. wait-list control) assessed at three time periods (pre-intervention, post-
intervention and three-month follow up). After the randomisation was completed and intervention 
had begun, additional participants expressed interest in the programme. These participants were not 
randomised but allocated to the intervention group and were offered the programme with the wait-
list control group. The participants from the Victorian Stepping Stones Project were not 
randomised. Thus, the study design modified to a quasi-experimental trial. 
Procedure 
 A referral/intake form was used to screen parents/carers who expressed interest in 
participating in the project. Families whose child did not identify as Indigenous or did not have a 
developmental disability were excluded. Diagnoses were verified by the local Indigenous Family 
Support Workers who supported the families. To be eligible for participation, parents/carers needed 
to be concerned about social, emotional, behavioural, or developmental problems in their child who 
had a developmental disability. A one-hour face-to-face appointment was scheduled with each 
parent/carer who met the initial inclusion criteria. During the appointment, the information on the 
project information sheet was outlined, parent’s questions answered and signed informed consent 
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forms completed. If the parent/carer chose to participate, a time one data questionnaire was 
completed with them. For families where more than one child had a developmental disability, 
parents/carers were asked to complete the programme and measures for the child about whom they 
were most concerned within the age parameters. In two parent families, both parents were 
encouraged to attend sessions.  
 The initial grouping was achieved using a computer-generated random-number sequence. 
Participants were assigned sequentially (in order of contact) and stratified by location to either the 
intervention or wait-list control group. Two participants recruited late and the participants from 
Victoria were all placed into the intervention group. 
 The questionnaire was adapted from the larger ‘Stepping Stones Project’ battery of 
assessments through consultation with the cultural advisory committee. The specific research 
questions of the project and conceivable cultural sensitivities to family background questions were 
used to narrow down the assessments and questions included in the assessment booklet. Questions 
related to income and the family’s financial situation were removed entirely as the cultural advisory 
committee unanimously agreed the families would feel uncomfortable responding to them. To 
ensure participation was not limited to participants who were literate, the questionnaires were 
completed through face-to-face individual interviews. The researcher read out the questions to the 
participant and recorded their responses. Data was collected through face-to-face interviews at pre, 
post and three-month follow-up. Parents/carers received a $25 gift card at each time point as 
reimbursement for their time to complete the data collection. Parents/carers were not paid to 
complete the group programme. The post and follow-up data collection were conducted by 
members of the research team who were not known to the participants. 
 Following the initial data collection, it was determined that the complexity of the 
participants’ life circumstances could not be adequately described by the questions included in the 
Family Background Questionnaire. The cultural advisory committee was consulted, and the 
Adverse Childhood Experiences Questionnaire was added to be included in the post-intervention 
data collection. An ethical amendment was approved, with the stipulation the participants were 
explicitly told they could opt out of responding to those questions. 
 The client satisfaction questionnaire was completed by parents/carers who participated in a 
group programme at the data collection timepoint immediately following their participation (i.e., 
intervention group at T2, wait-list group at T3). 
Intervention 
 The intervention was a culturally adapted delivery of Level 4 Group Stepping Stones Triple 
P which included three, five-hour group sessions, (refer Table 4.2 for session content) followed by 
three individual weekly telephone calls or home visits. The group sessions were planned to be 
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facilitated by an experienced Stepping Stones Triple P facilitator and a local Indigenous co-
facilitator. The weekly phone calls or home visits were to be completed by the local Indigenous 
facilitator. The strategies associated with the five core Triple P principles were illustrated through 
the Indigenous Triple P DVD and the strategies associated with the additional two Stepping Stones 
Triple P principles were illustrated through the Stepping Stones Triple P DVD. All families 
received a Stepping Stones Triple P Group Workbook, however, this was not referred to during the 
sessions. Practical activities were included during sessions to assist parents/carers make visual 
timetables and rewards charts for implementation at home between sessions. 
 Due to multiple participant absence in three of five locations, group session 1 or 2 was 
repeated the following week. The Indigenous co-facilitators were not present for an average of one 
group session per programme delivery, however, in one location they were only present for the first 
intervention group session and no wait-list group sessions due to a combination of emergent work 
commitments and personal ‘Sorry Business’. Follow-up phone calls and home visits were 
conducted by the lead facilitator in all but one location due to the competing work commitments 
and personal circumstances impacting on the Indigenous co-facilitators. 
 Morning tea and lunch was provided. Sessions were held during school hours to minimise 
child care concerns. Parents/carers were sent text messages to remind them of session times and 
were followed up with phone calls if they missed a session. Appointments were made for post-
intervention data collection two to three weeks after the programme concluded. Parents/carers 
allocated to the wait-list condition received care as usual. They were not excluded from accessing 
other family support programmes. Many continued to receive support from the local Indigenous 
Family Support Workers. Appointments for completion of Time 2 data were scheduled at the same 
time as post-intervention data collection for the intervention group. Parents/carers were then offered 
the same group programme in which the intervention group families had participated. Appointments 
were made for follow-up data collection with families from both groups, two to three weeks after 
the programme concluded. 
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Table 4.2. Group session content 
Session Number Content of Culturally Adapted  Content covered in Group  
 Delivery Sessions Stepping Stones Session 
1 Introduction 1 
 Agenda 1 & 2 
 Working as a group 1 
 What is Positive Parenting 1 
 Causes of Child Behaviour Problems 1 
 Goals for Change 1 
 Keeping Track of Children’s Behaviour 1 
 Promoting Children’s Development 2 
 Developing Positive Relationships with Children 2 
 Encouraging Desirable Behaviour  2 
 Session Close  1 & 2 
2 Agenda   2 & 3 
 Previous Session Review   1 & 2 
 Homework Review   2 
 Activity Schedules   2 
 (practical activity added to programme) 
 Teaching New Skills and Behaviour   3 
 Managing Misbehaviour (Part 1)   3 
 Session Close   2 & 3 
3 Agenda   4 & 5 
 Managing Misbehaviour (Part 2)   4 
 Developing Parenting Routines   4 
 Finalising Behaviour Charts   4 
 (practical activity added to programme) 
 Family Survival Tips   5 
 High Risk Situations   5 
 Planned Activities Routines   5 
 Preparing for Telephone Sessions/Home Visits 5 
 Session Close   4 & 5 
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Statistical analyses 
 A priori power analysis based on estimates of effect sizes from the Level 4 Group Stepping 
Stones Programme (Ruane & Carr, 2018), suggested that to detect a moderate effect size, 
approximately 30 participants in total would be required to achieve power of 0.80 and an alpha of 
0.05.  
Missing data was managed conservatively using the last observation carried forward method 
(Blankers, Koeter, & Schippers, 2010). ECBI scales with 3 or fewer missing items were replaced 
with 1 for Behaviour and 0 for Problem items as instructed on the scoring template. Where 4 or 
more items were missing: at Time 1, Time 2 Data was replicated at Time 1. Missing data at Time 2 
was replicated with Time 1 data. Missing data at Time 3, was replicated with Time 2 data. CAPES-
DD – Missing confidence scores were marked as 10 when the behaviour was described as ‘Not 
True of my child at all’. Missing intensity Time 1 data was replaced with Time 2 data. PAFAS-DD 
At Time 2, Time 1 data was replicated at Time 2. At Time 3, Time 2 data was replicated at Time 3. 
 The research question that the intervention would produce comparable results to mainstream 
RCTs using Level 4 Stepping Stones Triple P was assessed using an intention-to-treat analysis as 
follows. To evaluate the short-term intervention effects, differences between the intervention and 
wait-list control group were examined using a two group repeated measures Analysis of Variance 
(ANOVA). Due to the small sample size, time effects were also examined using a univariate 
ANOVA from pre-to-post intervention that included all participants who attended at least one 
session of the programme from both the intervention and wait-listed groups. 
As there was no follow-up comparison group, long-term intervention time effects were 
examined using a univariate ANOVA with the intervention group from pre to 3-month follow up. 
Results 
Initial research questions were posed to address the issues of feasibility for this sample of 
parents of Indigenous children with developmental disabilities. 
Firstly, gaining ethical approval for this project was a 12-month process with consultation 
with Indigenous agencies occurring both before and after ethical approval was obtained. As there is 
no research on the efficacy of parenting interventions with this population and only a limited 
amount of research with Indigenous populations globally, many of the organisational decision 
making processes were based on personal experience and beliefs rather than the evidence base of 
Stepping Stones Triple P. Indigenous organisations that delivered Indigenous Triple P and had 
facilitators trained in that variant of the programme were open to the proposal. Other organisations 
put forward the view that ‘Triple P’ wasn’t compatible with the Indigenous history of 
intergenerational trauma. Whilst at an organisational level the project was given support due to the 
efficacy of Stepping Stones Triple P, this view when held by a potential participant, agency 
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manager or frontline worker impacted on participant recruitment and led directly to the programme 
not proceeding in one location. 
 Secondly, engagement of families in each of the five locations was more difficult than the 
Indigenous Family Workers originally believed it would be. They were unable to successfully 
recruit ten participants in the majority of the five locations. During the five-month delay between 
the parent/carer consultation sessions and the start of the programme, some families’ circumstances 
had changed, which prevented their participation in the programme at the time it was being 
conducted. These were changes such as temporarily moving to another community, medical 
procedures for themselves or a child, and changes to work commitments. Smaller numbers in each 
location, meant that the group sizes were also small following randomisation, with between three 
and five participants per group. With participant absences recorded during most sessions, some 
group sessions were conducted with single participants.  
 Thirdly, families did respond positively to the retention strategies employed during the 
programme. Text messages were sent the day before sessions as a reminder. The majority of 
participants responded by text when they were not able to attend a session. The lead facilitator 
followed up all participants when they missed a session. Text messages and phone calls were made, 
ensuring the participant knew who was calling and why. It often took multiple attempts to make 
contact, however this was seen positively by the participants who often had no phone credit to 
return calls or messages. Participants were encouraged to attend the following session where missed 
content was discussed. Healthy food was provided at each session, with participants taking left over 
food home to their families. Fruit platters were universally appreciated. These strategies were 
successful, with only 2 of the 31 participants who attended the programme not completing post-
intervention data collection.  
More than half of the families allocated to the wait-list control group did not participate in 
the programme following time 2 data collection. No contact was made by the research team to the 
wait-listed participants during the intervention group programme. Similarly to the delay between 
parent consultation and programme delivery, family circumstances changed with participants 
unable to be contacted due to incarceration, admission to rehabilitation programmes and relocation. 
Other participants had work and TAFE commitments that precluded them from attending. 
Fourthly, the simplified family background questionnaire was insufficient to adequately 
describe the complexity and the characteristics of the families who enrolled in the programme. The 
extent of the complexity of the participants families became apparent to the research team during 
the initial data collection and during the group sessions. Participant absences from group sessions 
due to court proceedings, hiding from drug affected partners, attending rehabilitation programmes, 
recovering from a domestic violence incident, experiencing an episode of depression, looking after 
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children at home from school for illness or following suspension, taking children to specialist 
medical appointments related to their disability, being incarcerated, and going away to attend 
funerals were all reasons provided by participants for not attending sessions and anecdotally 
recorded by programme facilitators.  
From the ACEs questionnaires which had an average score above 4, the participants had 
themselves experienced significant childhood abuse, neglect and household dysfunction. Several 
participants self-disclosed during group and individual sessions that they had themselves attended 
special classes and had significant difficulties learning at school. 
Finally, the use of mainstream measures constructed a data set with a large variance in the 
scores and potential floor and ceiling effects, resulting in limited empirical support being found for 
the programme through group comparison analysis. Examining the clinical reliable change obtained 
for each programme participant provides tentative evidence for the programme’s efficacy. The 
quantitative results are outlined below. 
Preliminary analysis of quantitative data 
 Assumptions for multivariant analyses were not met. The data was found to be not normally 
distributed with large score variance. As ANOVA is not too sensitive to the violation of the 
normality assumption and the large score variance is observed in both groups (Moore, 2000), a 
series of between-group ANOVAs and MANOVAs was conducted in SPSS Version 25.0 to 
determine if there were any significant differences on the dependant variables between the two 
groups at pre-intervention. No significant differences between the two groups was found. 
Attrition 
 Overall, 2 of the 41(4.9%) participants did not complete post-intervention assessments, 
including one out of 24 (4.2%) in the intervention group and one out of 17 (5.9%) in the wait-list 
group. Four out of 24 (16.7%) in the intervention group did not complete three-month follow up 
data. Nine of 17 (52.9%) of the wait-list group participants did not go on to participate in the 
programme. One of the 8 (12.5%) participants from the wait-list group who went on to participate 
in the programme did not complete time three data collection post their group programme 
participation. A series of between-group ANOVAs was conducted to determine if there were any 
significant differences between the Intervention and wait-list groups at post-intervention.  
Programme participation 
 Overall pre and post intervention data was obtained for 30 participants. Thirteen participants 
(43.3%) completed the full intervention. Nine participants (30%) completed more than 70%. Three 
participants (10.0%) completed between 50 and 69% of the programme. Four participants (13.3%) 
completed less than half of the programme. One participant (3.3%) allocated to the intervention 
  
61 
 
group didn’t participate in the programme and was excluded from the all programme participant 
analysis. 
Short-term intervention effects 
 Table 4.3 summarises the short-term intervention effects for all measures. The ANOVAs 
examining differences in change across time between the intervention and wait-list control groups 
revealed no statistical significant differences. 
  Long-term intervention effects 
 Table 4.4 summarises the analyses of the long-term time effect for the intervention group 
from pre-intervention to three-month follow-up .The ANOVAs examining differences in change 
from pre-intervention to post-intervention and three-month follow-up for the intervention group 
revealed a significant time effect for the PAFAS Coercive Parenting Scale, F(2,23) = 5.083, p = 
.010. There were no other significant time effects found. 
Clinically reliable change 
Table 4.5 summarises the number and percentage of parents who had clinically reliable 
change by group, on each measure from pre-to-post intervention, calculated using Jacobson and 
Truax (1991) reliable change index. The criteria for a positive response to the programme was 
defined as requiring clinically reliable change on the ECBI or CAPES DD intensity scales (i.e., 
improvement in child behaviour) and clinically reliable change on at least one of the parent 
consistency, coercive parenting or positive encouragement variables on the PAFAS DD (i.e., 
dysfunctional parenting improved). Of the intervention group, 41.67% of participants had a positive 
response to the programme compared to 23.53% in the wait-list control condition who underwent 
concurrent clinically reliable change over the intervention period.  
Client satisfaction 
 Ratings of satisfaction with the programme measured by recommendation to members of 
their family were high, with 17 of the 18 (94.4%) families who completed the client satisfaction 
questionnaire recommending the Stepping Stones programme. The participant who didn’t 
recommend the Stepping Stones programme qualified their response by saying they would 
recommend Standard Triple P, they just didn’t have any relatives with children with disabilities. 
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Table 4.3. Short-term between group intervention effects for the dependant variables  
 
Variable  Intervention Condition (n=24)       Wait-Listed Condition (n=17)             
 Pre-Intervention Post-intervention Pre-Intervention Post-intervention  
Measure M    (SD) M (SD) M (SD)  M (SD)   F Sig 
ECBI                         
 Intensity 163.00 32.40 (n=18) 146.33 52.63 142.12 42.75 136.65 42.02 1.061 .311    
 Problem 19.22 8.43 (n=18) 17.78 10.35 17.29 9.81 16.65 8.85 .077 .783 
PAFAS DD 
 Parent Consistency 5.29 3.48 4.42 3.74 5.24 2.77 4.65 2.78 1.061 .311 
 Coercive Parenting 5.67 3.50 4.21 3.53 4.18 2.98 3.35 2.89 .077 .783 
 Positive Encourage 2.37 2.00 1.79 2.17 1.94 1.64 1.24 1.09 .012 .913 
 Parent Children 1.33 2.01 1.46 2.57 .88 1.32 .88 1.27 .167 .685 
 Parent Adjustment 6.42 3.09 6.29 3.42 5.06 3.34 4.41 3.66 1.187 .284 
 Family Relationship 5.50 1.454 (n=14)  4.71 1.73 6.00 .82 (n=7) 5.57 .98 .403 .533 
CAPES DD 
  Intensity 20.63 7.61 19.12 9.63 18.41 8.01 16.06 8.83 .170 .683 
 Self-Efficacy 83.50 24.71 92.00 26.41 96.06 27.28 99.94 23.61 .339 .564 
Behaviour 18.08 6.65 16.21 7.43 16.88 6.89 14.06 7.05 .295 .590 
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Table 4.4. Long-term intervention effects for the intervention group for the dependant variables 
              
             Participants (n=24)         
  Pre-intervention Post-intervention  3-month follow-up  
Measure M    (SD) M (SD) M (SD)   F  Sig  
ECBI (n= 18)  
 Intensity 163.00 32.40  146.33 52.63 154.28 48.60 1.360 .270 
 Problem 19.22 8.43 17.78 10.35 18.11 9.92 .195 .824 
PAFAS   
 Parent Consistency 5.29 3.48 4.42 3.74 4.88 3.37 1.677 .198 
 Coercive Parenting 5.67 3.50 4.21 3.53 4.21 3.18 5.083 .010* 
 Positive Encourage 2.37 2.00 1.79 2.17 1.54 1.77 2.445 .098 
 Parent Children 1.33 2.01 1.46 2.57 1.17 1.81 .405 .669 
 Parent Adjustment 6.42 3.09 6.29 3.42 5.67 3.05 1.710 .192  
 Family Relationships (n=14) 5.50 1.454  4.71 1.73 4.50 2.023 3.419 .074 
CAPES DD   
 Intensity 20.63 7.61 19.12 9.63 18.87 9.10 .834 .441  
 Self-Efficacy 83.50 24.71 92.00 26.41 92.30 25.13 1.684 .197 
 Behaviour 18.08 6.65 16.21 7.43 16.04 7.17 1.552 .223 
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Table 4.5. Clinically reliable change by group from pre-to-post intervention for the dependant variables. 
                  
 Intervention Group (n=24) Wait-list Group (n=17)          
       Improvement    No Change Deterioration Improvement    No Change    Deterioration 
Measure  N (%) N (%) N (%) N (%) N (%) N (%) 
ECBI       (n=18)          
 Intensity 10 55.56  4 22.22 4 22.22 4 23.53 11 64.71 2 11.76 
 Problem 8 44.44 6  33.33 4 22.22 4 23.53 12 70.59 1 5.88 
PAFAS  
 Parent Consistency 10 41.67 11 45.83 3 12.50 5 29.41 10 58.82 2 11.76 
 Coercive Parenting 12 50.00 11 45.83 1 4.17 4 35.29 12 70.59 1 5.88 
 Positive Encourage 8 33.33 11 45.83 5 20.83 8 47.06 7 41.18 2 11.76 
 Parent Children 8 33.33 11 45.83 5 20.83 3 17.65 10 58.82 4 23.53 
 Parent Adjustment 5 20.83 13 54.17 6 25.00 3 17.65 12 70.59 2 11.76 
    (n=14)        (n=7) 
 Family Relationships 7 50.00 5  35.71 2 14.29 3 42.86 3 42.86 1 14.29 
CAPES DD  
 Intensity 10 41.67 8  33.33 6 25.00 4 23.53 12 70.59 1 5.88 
 Self-Efficacy 12 50.00 9  37.50 3 12.50 5 29.41 9 52.94 3 17.65 
 Behaviour 10 41.67 10 41.67 4 16.67 5 29.41 11 64.71 1 5.88
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Discussion 
 This is the first study to examine the feasibility of delivering a culturally adapted delivery of 
Level 4 Stepping Stones Triple P, or any parenting intervention, designed for parents and carers of 
Indigenous children with developmental disabilities (refer Chapter 2, p. 8). Through the process of 
consulting with local Indigenous organisations and families, developing a culturally adapted 
delivery protocol for the intervention and attempting to conduct an RCT to determine programme 
efficacy and acceptability, research questions addressing the feasibility of conducting an RCT with 
this population were explored. 
 Firstly, both gaining ethical approval and consultation with a number of Indigenous agencies 
is a time consuming process that needs to be factored in to any project time frame. Although a 
minority population, researchers need to recognise the heterogeneity of the communities (Rowse, 
2014), agencies and families with whom they will be forming partnerships. Traditional knowledge 
and cultural expressions vary across and within communities and these differences need to be 
acknowledged and addressed by the research team. Identifying the key stakeholders to consult with, 
isn’t always obvious and meaningful relationships take time to develop. During consultation, the 
research team experienced many instances of cultural gate keeping. Cultural gate keeping occurs at 
a number of levels to ensure ethical standards for conducting research are followed and Indigenous 
people are protected from exploitation (Foster & Janke, 2015). The ethics committee, cultural 
advisory committee and Indigenous agencies all held a variety of concerns over the content, 
quantity and data collection methods. Limitations were imposed as there was a strong belief that 
asking participants detailed questions of a personal and financial nature would hamper their 
participation in the programme. These beliefs were based on personal perceptions and experiences 
rather than empirical evidence, which is similar to research findings in studies previously conducted 
with other minority populations (Elliott & Mihalic, 2004; Kumpfer, Alvarado, Smith, & Bellamy, 
2002). When the parents themselves were provided with the opportunity to complete the ACE 
questionnaire at time two data collection or the original questionnaire through participation in the 
population level trial of Stepping Stones Triple P there was a high level of completion and this 
didn’t impact on programme participation. This suggests the emphasis for researchers needs to be 
on ensuring culturally acceptable methods of data collection are employed, as opposed to narrowing 
or removing identified sensitive content deemed by gate keepers to have a potentially limiting 
impact on programme enrolment and participation. The collection of detailed demographic 
information assists in the development of evidence-based interventions and identification of barriers 
and enablers to programme participation. 
Secondly, recruitment of families was challenging for the Indigenous family workers. The 
main issue with parent/carer engagement was related to timing. When parents/carers attended the 
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parent consultation sessions and Time 1 data collection, their immediate circumstances enabled 
their participation. Due to the complex personal circumstances of the parents/carers who engaged 
with the consultation and/or control trial, the delay between registering interest and programme 
delivery gave opportunity for circumstances to change, negatively impacting their ability to 
participate in the programme when it was offered. The low participation rate of the wait-listed 
control group when offered the programme highlights the importance of offering the intervention 
when families initially express interest, which is similar to previous research findings with 
Indigenous populations (Turner et al., 2007). Some of the participant’s circumstances may also 
have impacted on their ability to implement the strategies within the programme due to their own 
mental health, current experiences of domestic violence or illicit drug use. 
 Thirdly, the retention strategies employed by the research team whilst effective were very 
time consuming. Making multiple phone calls each week to families at various times of the day and 
evening to keep them engaged with the programme required a high level of flexibility and 
consistency on the part of the research team. This was clearly appreciated by the participants and 
was reflected in the high consumer satisfaction ratings. For agency dissemination of the 
programme, processes would need to be established within the organisation and staff allocated 
appropriate time for these strategies to be implemented. 
Fourthly, the overall characteristics of the sample provide some explanation for why several 
parents/carers found it difficult to both participate in all programme sessions and implement the 
strategies at home. The reasons parents/carers provided for non-attendance at sessions included a 
high number of significant stressful life events. Such events are linked to higher rates of family 
dysfunction and poorer physical and mental health (Felitti et al., 1998). Having average ACE scores 
above four also means the participants have a significantly higher risk of disease and social and 
emotional problems including chronic lung disease, alcoholism, depression, perpetrating domestic 
violence, impaired work performance and cigarette smoking than someone who has not had an 
adverse childhood experience (Valerie et al., 2009). Many developmental disabilities also have a 
genetic component (Harris, 2006), suggesting some of the participants may have also met 
diagnostic criteria for a developmental disability themselves. All of these factors have been found to 
negatively impact on the ability of parents to self-regulate their own thoughts, emotions and 
behaviour which is fundamental to successful parenting (Sanders, Turner, & Metzler, 2019). 
Finally, it is not reasonable to draw conclusions from this study regarding the suitability of 
using mainstream measures with this population. The large variance in the dependant variables 
combined with the small sample size limit the chance of finding significant results between groups 
(Moore, 2000). This is demonstrated by the large variance in the ECBI intensity scores, which may 
conceal a group by time effect, with the average mean of the intervention group reducing 16.67 
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points compared to 5.47 for the wait-list control from pre-to-post intervention. This is further 
supported by 52.2% of the intervention group reporting clinically reliable improvement on this 
measure compared to 17.65% of the wait-list control group. This suggests the results for this study 
are more meaningful when individual cases are analysed. 
Limitations 
The study’s empirical results are limited, however, the qualitative data needs to be 
considered when interpreting the findings. The sample size was too small to detect meaningful 
change due to the large variance in the dependent variables. The five geographic locations of the 
study limit its generalisability, particularly to rural and remote Indigenous populations. 
 Although the drop-out rate of the programme was lower than other Triple P parenting 
programme research with Indigenous families (Keown et al., 2018; Turner et al., 2007), less than 
half the participants received the full intervention due to other emergent commitments. 
Geographical constraints of the programme facilitators and the multitude of reasons parents were 
unable to attend all group sessions made facilitating make-up sessions unviable resulting in missed 
content being discussed over the telephone or during the next session if time permitted. The reduced 
dosage may have impacted negatively on the results.  
Future research 
The project set out to evaluate the feasibility of an RCT assessing the acceptability and 
efficacy of a culturally adapted Stepping Stones Triple P programme for parents/carers of 
Indigenous children with developmental disabilities. The high participant retention rate and strong 
consumer satisfaction rating indicate the programme was culturally acceptable. The results suggest 
the following adaptations need to be considered in future research to clearly establish the 
programme’s efficacy with this population:  
1. The programme design is reviewed to include more individual sessions and fewer group 
sessions for the purpose of increasing dosage rates and providing more opportunities for 
modelling and practice of the strategies to occur. More individual sessions would also 
increase the flexibility of rescheduling a session when a participant’s personal circumstances 
result in them missing scheduled sessions. 
2. Although high retention rates were observed for families in the intervention group, the 
majority of wait-list group participants did not go on to complete the programme due to 
changes in personal circumstances. Rates of programme uptake for wait-list group 
participants in other Indigenous parenting interventions have reported similar outcomes 
(Turner et al., 2007) with others abandoning the wait-list group design (Robinson & Tyler, 
2006). Additionally, the Indigenous Family Support Workers continue to support wait-list 
group participants through regular organisational level contact. The capacity of the family 
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support workers to offer treatment-as-usual to wait-list group participants is likely to result 
in those families receiving at least some components of the active intervention thus diluting 
the comparison effect of the wait-list condition. It is therefore recommended that an 
alternative design to participant randomisation is considered to maximise participant 
participation in the programme. 
3. The data collection procedure needs to be further investigated. As the use of mainstream 
measures has found significant results with Indigenous populations in other studies (Keown 
et al., 2018; Turner et al., 2007) where data was not collected individually, via a face-to-face 
interview, alternative data collection methods should be considered. Indigenous participants 
in Victoria as part of the Stepping Stones Project completed more extensive questionnaires 
and responded to questions relating to their financial circumstances both over the telephone 
and online. Consideration to these methods should be given. 
Conclusion: 
In summary, the present study was the first to investigate the feasibility of conducting an RCT 
to determine the cultural acceptability and efficacy of a parenting intervention with parents/carers of 
Indigenous children with developmental disabilities. The lessons learnt and considerations for 
future research suggest conducting an RCT with this population for the purpose of determining the 
efficacy of a culturally adapted Level 4 Stepping Stones Triple P whilst possible, may not be the 
most appropriate study design for this population. 
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Chapter 5 
Case Series: Description of family complexity and its impact on engagement with Stepping Stones 
Triple P for parents/carers of an Indigenous Child with a developmental disability. 
  
The complexity of presenting clients and factors that impacted on individual cases are not 
clearly illustrated or even able to be identified through quantitative analyses. Evaluating the 
usefulness of a programme using only quantitative methods can only illustrate results related to 
group differences (Widdowson, 2011). There were no significant group differences observed 
between wait-list and experimental groups in the trial reported in Chapter 4, however a large 
variance in the data collected within groups and very complex and challenging family 
circumstances experienced by participants were observed. Case studies have the advantage of 
providing greater clarification of details about the client, the impact of therapy and of the reported 
outcomes (Widdowson, 2011).  
The efficacy of Stepping Stones Triple P with populations including parents/carers of 
children with autism, intellectual impairment and mixed disability groups has been found to have a 
significant medium effect size for child problems, significant medium to large effect size for 
parenting style, significant small to large effect sizes for parenting satisfaction and efficacy and 
significant small effect sizes for parental adjustment (Ruane & Carr, 2018). The sample size for this 
feasibility study was too small to observe small to medium effects and the large within group 
variance may have hidden any larger effect sizes. Time effects were observed for the current study 
on the child adjustment (ECBI Intensity, CAPES DD Intensity and CAPES DD Behaviour), 
parenting style (PAFAS Coercive parenting and PAFAS Positive Encouragement) and parental 
adjustment (PAFAS Family Relationships) scales.  
The sample in the current study was different to populations previously used to evaluate the 
efficacy of Level 4 Group Stepping Stones Triple P (Brown, Whittingham, Boyd, McKinlay, & 
Sofronoff, 2015; Roux et al., 2013; Whittingham, Sanders, McKinlay, & Boyd, 2014) as it 
consisted entirely of parents/carers of Indigenous children with developmental disabilities aged 2 to 
12 years. From the high average Adverse Childhood Experience Questionnaire results obtained 
(refer Table 4.1, p 52) for the sample and anecdotal parent data collected, the population is also 
thought to have experienced more significant stressful live events than populations previously 
studied. Using a range of both qualitative and quantitative data collected through the feasibility trial 
the case series will allow for a more detailed examination of the different factors that have impacted 
on the parents’ ability to engage in the programme, implement the strategies, and consequently 
better illustrate the factors that influenced individual outcomes. 
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This study sought to clarify the unique features of the families who participated in the 
culturally adapted delivery of Stepping Stones Triple P in three categories; those that showed 
clinically reliable change; those that made no change and those that showed clinically reliable 
deterioration, between pre and post intervention. Possible enablers and barriers to programme 
completion will be outlined for each case and implications for programme dissemination in the 
community discussed. 
Method 
Participants 
 The sample consisted of 41 parents/carers of an Australian Indigenous child aged 2 to 12 
years with a developmental disability (i.e., Autism, intellectual impairment, developmental delay, 
cerebral palsy, Down syndrome, hearing impairment, vision impairment), (refer Table 4.1, p. 52 for 
demographic characteristics of the sample). Twenty-nine of those families attended at least one 
session of the programme (i.e., one full day) as either part of the intervention group (22) or wait-list 
control (7).  
Measures 
Parents/carers were administered a battery of questionnaires at pre, post and 3-month follow 
up after intervention that measured a range of demographic, parenting and child behaviour 
variables. These questionnaires were completed in a one-to-one interview format with the questions 
being read to the participant and their responses recorded. The key questionnaires used in this study 
are fully outlined in Chapter Four (refer p. 49) and include the Eyberg Child Behaviour Scale 
(ECBI), Parenting and Family Adjustment Scales (PAFAS), Child Adjustment and Parent Efficacy 
Scale – Developmental Disability (CAPES-DD), Adverse Childhood Experiences (ACE), and a 
family background and client satisfaction questionnaire developed specifically for the project. 
Criteria for selection in case series 
To be included in the case series participants needed to meet the following criteria: 
1. Provide written consent for their de identified information to be used as a case study. 
2. The participant was part of an intervention group facilitated by the author.  
3. Five cases were selected as representative of the group following their categorisation using the 
RCI from pre-to-post and pre to follow-up intervention. (Refer Table 5.1 for participant 
groupings) 
Procedure 
 Clinically Reliable Change was calculated using the Jacobson and Truax (1991) statistical 
approach to determining clinical significance for each of the 29 participants on the 11 subscales 
from pre-to-post intervention and from pre to follow-up intervention. When Reliable Change (RC) 
was less than -1.96 participants were recorded as clinically improved, when scores were greater 
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than 1.96 participants were recorded as clinically deteriorated. The exception was for the CAPES 
DD Confidence Scale where score increases represent improvements, so scores greater than 1.96 
were recorded as clinical improvements and scores below -1.96 were recorded as clinically 
deteriorated. When RC was between less than 1.96 and greater than -1.96 participants were 
recorded as having experienced no change.  
Participants were independently grouped into three categories by the lead researcher and a 
second rater (XH) based on the level of clinically significant change observed from pre-to-post 
intervention; those that showed clinically reliable improvement on the majority of measures, those 
that showed no change on the majority of measures or were evenly distributed across the three 
categories, and those that showed clinically reliable deterioration on the majority of measures. 
These groups were then further divided based on the level of clinically reliable change observed 
from pre to follow-up intervention: those that maintained the change, those that reverted to their 
pre-intervention results on the majority of measures and those that deteriorated on the majority of 
measures at follow-up intervention. Participants from the wait-listed group and those that dropped 
out after post-intervention were listed separately as no follow-up data was available for those 
participants. Both raters were in agreement on the categorisations. Table 5.1 displays the participant 
groupings. 
 Five cases were selected from the families who provided consent for their information to be 
used in a case series, as being representative of the group. Two parents/carers were selected from 
both the ‘Improved on the majority of measures’ (n=12) and ‘Remained the same on the majority of 
measures’ (n=13) and one from the ‘Deteriorated on the majority of measures’ (n = 4) groups, from 
pre-to-post intervention. A range of follow-up results, responses to the ACE questionnaire and 
demographic characteristics was then used to select the parents/carers for the case series. All names 
have been changed to protect participant anonymity.  
Presenting concerns 
The case series includes Sally (Case 1, participant 4), the foster carer of Shane, aged 9 who 
has a mild intellectual impairment. Sally is concerned that Shane doesn’t always follow directions 
and can be quite loud; Sharon (Case 2, participant 5), single mother of Mary aged 4 with Autism. 
Sharon is concerned that Mary screams constantly and is worried her neighbours might report her to 
child services for child abuse; Chantelle (Case 3, participant 14), mother of Jeremy, aged 5 with 
developmental delay. Chantelle is concerned as Jeremy isn’t settling into his first year at school. He 
has already been suspended for 20 days; Rachel (Case 4, participant 15), grandmother of Toby, 
aged 3 with a developmental delay. Rachel is concerned Toby hasn’t met his developmental 
milestones.  He is very active and doesn’t like to do what he is told; and Jack (Case 5, Participant 
16), single dad of Benjamin, aged 3 with autism. Jack had success with a Level 3 Stepping Stones 
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intervention and was seeking more strategies to help him communicate with Benjamin who is non-
verbal.  
 
Results 
Clinically reliable change on all dependent variables for each participant in the case series 
from pre-to-post intervention, and pre to follow up intervention, was calculated to determine on 
which measures they improved, remained the same or deteriorated. (refer to Table 5.2) . 
Using the criteria for a positive response to the programme (see Chapter 4, p. 61), 
concurrent clinically reliable change on both a child intensity and parenting variable, the ECBI 
intensity and PAFAS coercive parenting subscale were selected to highlight changes in the case 
series participants. These two scales were selected as they showed the greatest differences by group 
when using RCI (refer Table 4.6, p 65).  
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Table 5.1. Participants Clinically Reliable Change on the majority of outcome measures from Pre-to-post Intervention and Pre to Follow-up 
Intervention. 
 
Pre-to-post Intervention Participant ID Pre to Follow Up Intervention Participant ID 
Improved on the majority 3, 4, 6, 7, 8, 10, 11, 13, 16, 18, 19, 26 Maintained improvements 16, 18 
of outcomes  Majority same as pre 4, 7, 8 , 11, 13, 19 
  Deteriorated 3 
  Dropped Out 10, 6 
  Wait Listed Participant 26 
Remained the same on the  5, 9, 12, 14, 17, 20, 21, 22, 24, 25, 27, 28, 29 Improved 5, 12, 17, 21 
majority of outcomes  Majority same as pre 9, 20, 22 
  Dropped Out 14 
  Wait Listed Participant 24, 25, 27, 28, 29 
Deteriorated on the majority 1, 2, 15, 23 Majority same as pre 2, 15 
of outcomes  Maintained Deterioration 1   
  Wait Listed Participant 23 
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Table 5.2. Clinically reliable change on each measure for Case Series Subjects. 
   Participant 
Measure   Case 1    Case 2    Case 3  Case 4  Case 5 
   PP PF  PP PF PP PF PP PF PP PF 
ECBI     
 Intensity I D I I S D/O D I I I 
 Problem I S  S I S D/O D I  I I 
PAFAS        
 Parent Consistency S S D D S D/O S S S S 
 Coercive Parenting S S I I D D/O S S  S S 
 Positive Encourage S S D S I D/O S S I S 
 Parent Children S S S I I D/O S S S S 
 Parent Adjustment S S S I D D/O D S  I I 
 Family Relationships I I N/A N/A N/A D/O S S N/A N/A 
CAPES DD  
 Intensity I D S I S D/O D I S I 
 Self-Efficacy  I I S I D D/O D S S M 
Behaviour I D S I I D/O D I I I 
 
Notes:  PP = Pre-to-post Intervention 
 PF = Pre to Follow-Up Intervention  
 I =  Clinically Reliable improvement 
 D = Clinically Reliable deterioration 
 S = No Clinically Reliable Change  
 D/O = Dropped Out 
 N/A = Not Applicable  
 M = Missing
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Graphs 5.1 and 5.2 show the correlation between Pre and Post Intervention scores and pre 
and follow-up intervention scores respectively on the ECBI-Intensity Scale for all programme 
participants. Participants included in the case series are highlighted. 
 
Graph 5.1. Clinically Reliable Change on ECBI Intensity Scale for all Participants Pre-to-post 
Intervention. 
 
Graph 5.2. Clinically Reliable Change on ECBI Intensity Scale for all Participants Pre to Follow-
Up Intervention.  
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Graphs 5.3 and 5.4 show the correlation between Pre and Post Intervention scores and pre 
and follow-up intervention scores respectively on the PAFAS coercive parenting scale for all 
programme participants. Participants included in the case series are highlighted. 
 
Graph 5.3. Clinically Reliable Change on PAFAS Coercive Parenting Scale for all Participants 
Pre-to-post Intervention. 
 
 
Graph 5.4. Clinically Reliable Change on PAFAS Coercive Parenting Scale for all Participants Pre 
to Follow-Up Intervention. 
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Graph 5.5 summarises the Adverse Childhood Experiences (ACE) of all participants. The 
average ACE score for participants who completed the questionnaire (n=21) was 4.05 with the 
median and mode being 5. The range was from 0 to 9. Two thirds of the participants experienced 
their parent’s separation or divorce, almost half reported experiencing physical abuse as a child and 
living with an adult experiencing a mental illness. Over 40% reported experiencing verbal abuse 
from a parent or adult carer and witnessing domestic violence perpetrated on their mother or step 
mother. 
 
Graph 5.5. Adverse Childhood Experiences of Programme Participants 
 
Notes: Before the age of 18 years the participant experienced: 
1. Verbal Abuse by a parent of adult in the household 
 2. Physical Abuse by a parent of adult in the household 
 3. Sexual Abuse by a person at least 5 years older than them 
 4. Emotional Neglect 
 5. Physical Neglect 
 6. Parents Divorced 
 7. Witnessed Domestic Violence perpetrated on their own mother or stepmother 
 8. Lived with someone who had a drinking or drug problem 
9. Lived with someone who had a mental illness 
 10. A household member went to prison  
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Case studies 
Case 1. Sally, foster mother of Shane, aged 9, with a mild intellectual impairment 
Sally, aged 53 years, lives with her second husband John, aged 49 years. They have been 
married for two years. Both Sally and John identify as Indigenous. Sally and John both have their 
own adult children who live independently. Sally has a Bachelor degree and previously worked as a 
nurse. Sally reported exposure to nine out of ten adverse childhood experiences (on the ACE 
questionnaire) prior to her eighteenth birthday. Sally participated in the three group sessions and 
had three follow-up home visits, which constituted completing the entire programme. John also 
participated in the intervention. John attended two group sessions and was present at three follow-
up home visits. Both Sally and John are staying at home to care for children with developmental 
disabilities. 
Sally and John are fostering three children. Two of the children are John’s niece and 
nephew, Vicki (aged 10 years) and Matthew (aged 5 years ) respectively. Matthew has global 
developmental delay. The third child, Shane, is not related to anyone living in the household. Shane 
is 9 years old and has a mild intellectual impairment. All three children identify as Indigenous and 
have been living with Sally and John for just over a year. Sally and John are expecting all the 
children to remain with them until they turn 18 years old. 
The family home is full of learning activities for children. There are educational posters 
covering many of the walls. Art and craft resources are available in drawers. The children were all 
keen to show off their rooms during the home visits. Following the programme, the parents 
instituted reward charts and visual timetables, and these were clearly displayed for each child. The 
family unit engaged together in cultural activities and community events, shopping, attending rugby 
league games and attending church each Sunday. Shane was also involved in swimming lessons. 
The household rules that were also instigated as part of SSTP were extensive and observed 
to be strictly enforced by Sally. John was observed to take a more permissive role with the children. 
Sally’s expectations of the children’s behaviour were very high. The children wanted to please and 
responded positively. There was an observed balance between discipline, praise and affection. 
Home visits focused on the children following instructions, for example to complete homework 
tasks, parents’ use of praise and rewards, planned activities, and having more realistic expectations 
of both the children and Sally of herself. 
At post-intervention Sally reported clinically reliable improvements on the majority of 
scales related to Shane. These included the ECBI Intensity and Problem Scale, PAFAS family 
Relationship and the CAPES Intensity, Self-Efficacy and Behavioural subscales. There was no 
change reported on the PAFAS Parent Consistency, Coercive Parenting, Positive Encouragement, 
Parent Child Relationship and Parent Adjustment subscales. These subscales, however, all had total 
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scores at pre-intervention between 0 and 2 indicating they were not elevated at pre-intervention and 
a floor effect would preclude any positive change being evident. 
During the intervention John suffered a mild heart attack. He missed the last group session 
but was at home for the home visits. He was participating in rehabilitation therapy at the local 
hospital. Following the intervention, he required surgery to insert stents. 
At the 3-month follow-up Sally reported clinically reliable improvements that were 
maintained on the parent measures, PAFAS Family Relationship and CAPES Self Efficacy 
subscales. The five no change measures at post-intervention were maintained. The parent-reported 
child measures ECBI Intensity Scale, CAPES Intensity and Behavioural Scales all moved from 
clinically reliably improved to clinically reliably deteriorated and the ECBI Problem Scale reverted 
to its pre-intervention level. This indicates that Sally felt that Shane’s problem behaviours were 
occurring more frequently (Intensity) and that his behaviour had deteriorated not only from post 
programme but also from pre-intervention. 
Sally advised that John’s heart attack and subsequent treatment had put additional pressure 
on her, and this might be why she was feeling that Shane’s behaviour was more challenging. The 
children had all been sent to respite for a few weekends to enable her to focus on looking after John. 
It is possible that the spike in Shane’s behaviour at follow-up intervention was related to John being 
unwell, the trips to respite and the uncertainty he was experiencing due to the change in routine that 
had been strictly implemented leading up to John’s heart attack. 
Sally reported that she had found the programme very helpful. Both the Indigenous and 
Stepping Stones DVD’s supported her visual learning. She didn’t have a preference for either DVD. 
She found the Group Parent Workbook useful for looking through at home and trying things a 
different way. Sally felt both the length and number of group session was ‘spot on’. She liked the 
group format as she could learn from and share with others. Having both an Indigenous and non-
Indigenous facilitator was beneficial as it gave her different perspectives. The home visits were also 
seen as beneficial as the children saw the interaction and realised Auntie and Uncle were doing this 
for them. 
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Case 2. Sharon, single mother of Mary aged 4, with autism. 
Sharon aged 45 years is a single parent to Mary and her brother Joe, aged 6. Sharon has two 
adult children to her first husband. She has no contact with her eldest son and limited contact with 
her eldest daughter. Sharon discovered she was pregnant with her fifth child whilst participating in 
the programme. Sharon was seven months pregnant when follow-up data was collected.  
Sharon is a recovering drug addict. She has reportedly been clean for approximately 6 years. 
Sharon reported exposure to five out of ten adverse childhood experiences (ACEs) prior to her 
eighteenth birthday. The care of Sharon’s two older children was handed over to their father when 
Sharon was incarcerated. Both children were under 10 years of age at that time. Sharon’s second 
husband, whom she reports is the father of Joe, committed suicide when she was pregnant with Joe. 
Neither the father of Mary nor the father of the child that she was currently pregnant with were 
disclosed. Whilst Sharon does not identify as Indigenous, both Jo and Mary do identify as 
Indigenous and an Indigenous agency was involved with providing support for the family. Sharon 
participated in 100% of the intervention and additionally received 3 home visits after post-
intervention data collection. The home visits were arranged as Sharon reported she was not offered 
home visits and had found the telephone consultations unhelpful. When completing the 
questionnaire, she asked for home visits as she was still experiencing difficulties with Mary. The 
home visit sessions were undertaken by the lead programme facilitator.  
At post-intervention Sharon reported clinically reliable improvements on the ECBI intensity 
scale and the PAFAS coercive parenting subscale. Clinically reliable deterioration was reported on 
the PAFAS parent consistency and positive encouragement subscales. The remaining six measures 
all remained unchanged and were elevated at pre-intervention. 
Sharon was concerned her neighbours would report her to the Department of Community 
Services for child abuse as Mary let loose piercing screams every time she was bathed. During the 
first home visit Sharon requested she be observed bathing Mary who did scream loudly throughout 
the process. Prior to bathing taking place, Mary was not observed to use any words and either 
screamed or grunted at her mother during interactions. Following bathing, Mary refused to allow 
her mother to dry her off, screaming hysterically. Sharon was encouraged to leave Mary in her 
bedroom to calm down as she had thrown herself on her bed. Mary had a large TV and DVD player 
in her room as did her brother Joe. Throughout the visit Joe was in his bedroom playing on an iPad. 
The children’s paternal grandmother was visiting on the same day. When Mary came out of her 
bedroom screaming her grandmother gave her a new telephone toy and headed home. Mary was 
then observed to settle immediately. Mary was also observed to know her colours and the numbers 
on the phone dial pad. She also enjoyed singing and dancing on her toes to the songs the telephone 
played. Descriptive praise was modelled to Sharon and then practiced in the presence of the 
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programme facilitator. Sharon commented that she didn’t realise she needed to talk to her children 
like that. Sharon practiced implementing descriptive praise over the next week. By the next home 
visit Mary’s screaming was reported to have reduced dramatically and she was using more words. 
During the second visit a plan was developed to focus on toilet training for Mary using descriptive 
praise. The TV and DVD were removed from Mary’s room and placed in the living space where 
Sharon was able to observe and interact with Mary more regularly, practicing using incidental 
teaching and clear calm instructions. During the third home visit Mary was consistently using her 
potty, her screaming had been replaced with words, and a variety of craft activities including 
playdough had been introduced to the living area.  
At follow-up Sharon increased the clinically reliable improvement on the ECBI intensity 
scale and the PAFAS coercive parenting subscale and all other measures with the exception of the 
PAFAS parental consistency all shifted to be clinically reliably improved. The PAFAS Parental 
consistency scale remained clinically deteriorated, which indicates that Sharon had not yet achieved 
a consistent approach to parenting. The additional opportunity to model and practice the skills 
during the home visits appears to have assisted Sharon implement the programme strategies more 
effectively, resulting in significant improvements at 3-month follow-up.  
At post-intervention, Sharon reported the programme had been somewhat helpful. There 
were no problems with either DVD, however she preferred the Indigenous one as it ‘was more 
down to earth’ and the Stepping Stones one was ‘a bit stiff’. She found the workbook helpful to 
have as she could go back through it at home. Sharon thought the group sessions were too long. She 
would have preferred more shorter sessions as she had things to do at home while the kids were in 
childcare. Sharon didn’t see the point in the telephone consultations and would have preferred home 
visits, but they weren’t offered to her. Her preference would have been to complete the programme 
individually as she felt uncomfortable practicing skills in the group setting. During the home visits 
it became apparent and Sharon confirmed that she did not understand how to implement the 
strategies or that they needed to be used repeatedly and consistently. 
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Case 3. Chantelle, mother of Jeremy, aged 5 with Global Developmental Delay. 
Chantelle aged 27, is a mother to five children. The eldest son is 11 years old, followed by 
two daughters aged 9 and 6, then Jeremy aged 5 and a baby boy aged 4 months. The youngest four 
children were all fathered by Chantelle’s current partner. The father of the eldest child was not 
disclosed. Chantelle’s partner was reported to not currently be living with the family as he was an 
ICE addict and there had been a recent domestic violence incident in the family home perpetrated 
against Chantelle in front of her children. The police had issued a warrant for his arrest. 
Chantelle completed some high school before she had her first son at 16 years of age. She 
does not feel supported by her family in her parenting role. She was receiving some support from a 
local Indigenous Family Support Worker prior to enrolling in the programme. Chantelle identifies 
as Indigenous. She reported exposure to four of ten adverse childhood experiences (ACEs) prior to 
her eighteenth birthday. Chantelle participated in the first group session. On the day there were two 
people in the group. She attended with her baby. Her other four children were either at school or in 
childcare. Chantelle was offered and accepted the left-over food from the day’s session to take 
home for her children. Chantelle missed the second and third group sessions as her partner had 
broken into her house, traumatising Chantelle and her children. He was evading police and 
Chantelle needed to temporarily relocate to protect both herself and her children until he was found 
and arrested. Chantelle remained in contact with both the lead facilitator and Indigenous 
cofacilitator during this time. Chantelle was offered the opportunity to resume the programme when 
it was run for the wait-listed participants. 
The session Chantelle attended covered the causes of child behaviour problems, promoting 
positive relationships with children and encouraging desirable behaviours. Chantelle was able to 
articulate how she fell into the accidental reward parenting trap. She disclosed how her eldest child 
had seen a scooter in a shop window as the family was driving past. He started to scream and 
threatened her if she didn’t get him the scooter. She parked the car and went and got it for him. It 
had been much more expensive than she had expected, but to calm him down she spent all the 
money she had to purchase the scooter for him. She had no money left that week to feed her family 
or pay any bills. She reported not liking her son being upset. During the session she practiced using 
descriptive praise and was keen to try it out with all her children but particularly with Jeremy. 
At post-intervention Chantelle reported clinically reliable improvement on the PAFAS 
Positive Encouragement scale and Parent Child Relationship scale. These scales had not been 
elevated at pre-intervention and exposure to the first session content may have contributed to the 
improvements. The CAPES Behaviour scale also showed clinically reliable improvements, however 
remained elevated. Clinically reliable deterioration on the PAFAS Coercive Parenting and 
Parenting Adjustment and the CAPES Self Efficacy Scale. No change was observed on the ECBI 
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Behaviour and Problem scales and the CAPES Intensity Scale which were all very elevated at pre-
intervention. The PAFAS Parent Consistency Scale also showed no change with an elevated score 
at pre-intervention. The elevated scores on the child behaviour and parent measures are reflective of 
the stressful current family circumstances, with Chantelle and the children not having stable 
accommodation and experiencing family violence. These events were also the main reason 
Chantelle identified as being unable to attend all the group programme sessions. 
 Before the wait-listed group programme started, The Department of Families intervened and 
placed the youngest four of Chantelle’s children in the care of their paternal grandmother. Her 
eldest son went to Chantelle’s aunt. Chantelle had been found to be secretly using ICE herself. 
Chantelle was waiting to be admitted to a drug rehabilitation programme and took no further part in 
the project. 
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Case 4. Rachel, grandmother of Toby aged 3, with developmental delay. 
Rachel aged 45, lives with her husband, George 50 years and two of their adult children 
aged 19 and 21 years. Their grandson, Toby aged three years has been placed into Rachel’s care. 
Toby has a global developmental delay. Their oldest son is Toby’s father. He does not live with 
them. No other information about Toby’s father was disclosed. Toby’s mother has access to Toby 
one day a week. There are court hearings pending as Toby’s mother is seeking to have custody of 
Toby. Rachel has advised Toby’s mother is a drug addict and so she is fighting to keep custody of 
Toby. Toby’s mother is non-Indigenous. Rachel and George both identify as Indigenous. Rachel 
completed high school. She stays to home to care for Toby. Rachel reported exposure to six of ten 
adverse childhood experiences (ACEs) prior to her eighteenth birthday. George completed some 
high school and is working in paid employment.  
 Rachel participated in one group session between pre and post-intervention. Rachel missed 
the first group session as she needed to respond to some legal matters related to the custody dispute. 
Arrangements were made to enable Rachel to view the relevant sections of DVD before the second 
session, however that appointment was cancelled. Rachel attended the second group session which 
covered making activity schedules, teaching new skills and behaviour, and some of the managing 
misbehaviour strategies such as diversion, setting ground rules and blocking. Rachel was unable to 
attend the third group session and requested she stop participating and asked to start again when the 
programme was next being facilitated. At post-intervention Rachelle reported clinically significant 
deterioration on the ECBI Intensity and Problem scale, PAFAS Parent Adjustment and CAPES 
Confidence, self-efficacy and behaviour sub-scales. The PAFAS Parent Consistency, Coercive 
Parenting, Positive Encouragement and Parent-Child relationship subscales all remained unchanged 
with very low pre-intervention scores. The PAFAS Family Relationship scale also remained 
unchanged with a mid-level pre-intervention score indicating some disagreement on how Rachel 
and George parent.  
Following post-intervention data collection, Rachel attended the programme with the wait-
listed participants. Rachel attended the three group sessions and participated in one follow up home 
visit and two telephone consultations. At follow-up intervention Rachelle reported clinically 
significant improvement on the ECBI intensity and Problem Scales and the CAPES Intensity and 
Behaviour Scales which had been reported to have clinically deteriorated at post-intervention. The 
five no change measures remained the same and the other two clinically deteriorated measures 
returned to pre-intervention levels. Due to the very low pre-intervention scores any improvements 
on those measures would not be observable.  
At post-intervention Rachel reported the behaviour management strategies and visual 
timetable was helpful. She didn’t have a preference for either of the DVD’s, commenting they were 
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equal. She did find having the Stepping Stones Group workbook helpful. Although her 
commitments clashed with the group session times, she wouldn’t have preferred to do the 
programme individually. At follow-up intervention Rachel reported there was nothing she would 
change about the programme and she was looking forward to receiving her certificate. 
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Case 5. Jack, single father of Benjamin aged 3, with autism. 
Jack aged 33, is a single dad to Benjamin aged 3 years. Benjamin has autism. Benjamin’s 
mother, Julie aged 34 years, has a significant mental health condition which resulted in her being 
unable to continue to care for Benjamin. Jack and Julie have been sharing accommodation for the 
last six months, with Jack being the sole carer for Benjamin whilst Julie receives treatment. Prior to 
moving in with Julie, Jack had had limited involvement in Benjamin’s life. Jack and Julie are not 
currently in a relationship. Both Jack and Julie identify as Indigenous. Jack completed some high 
school. He isn’t currently in paid employment as he stays at home to care for Benjamin. Benjamin 
is engaged with early intervention services and Jack advised he spends approximately 13 hours each 
week taking Benjamin to therapy and medical appointments. He is rarely supported by members of 
his family but feels supported in his parenting role by people outside his family including friends 
and staff at the early intervention service he attends. Jack reported exposure to two of the 10 
adverse childhood experiences (ACE’s). 
Prior to enrolling in the programme Jack participated in a Level 3 Primary Care Stepping 
Stones Programme through the early intervention service. Jack was experiencing significant 
difficulties with Benjamin’s behaviour. Benjamin would constantly flick the lights on and off in 
every room and Jack had been unable to stop him. Jack found the Level 3 programme very helpful 
and was able to stop Benjamin from flicking the lights on and off. He was keen to learn more 
strategies to assist him parent Benjamin. Jack participated in three group sessions and three home 
visits which constituted the entire programme. 
At post-intervention Jack reported clinically significant improvement on six measures 
including the ECBI Intensity and Problem Scales, the PAFAS Positive Encouragement and Parent 
Adjustment Scales and the CAPES Intensity and Behaviour Scales. He reported no reliable change 
on the PAFAS parent consistency, coercive parenting, and parent child relationship subscales which 
all had very low scores at pre-intervention indicating a floor effect may have precluded any 
improvements from being observed. The CAPES confidence scale also showed no reliable change, 
with the pre score reporting high levels of confidence, thus a ceiling effect may have limited any 
improvements from being observed.  
At three-month follow-up five of the clinically significant improvements were maintained, 
including the ECBI Intensity and Problem Scales, the PAFAS Parent Adjustment Scale and the 
CAPES Intensity and Behaviour Scales. The PAFAS Positive Encouragement Scale returned to its 
pre-intervention level, however this was still a very low score indicating Jack continued to have 
positive encouraging interactions with Benjamin. The very low scores reported at pre-intervention 
on the PAFAS parent consistency, coercive parenting, and parent child relationship subscales and 
the high score reported on the CAPES Confidence scale were all maintained. 
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Jack reported at post-intervention the parenting strategies were very helpful. There was 
nothing he would change about the programme. Both of the DVD’s and facilitators were great. He 
found having the parent workbook helpful because he ‘… went through it all the time at home.’ and 
made it his own. He reported the home visits as being, ‘Good to have follow-up so if you had other 
things you needed help with you could ask advice.’. He enjoyed the group format and having other 
parents in the class of kids with disability. His final comment was to thank us for all the support and 
advised he used the techniques in everyday life. 
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Discussion 
 The five case studies illustrate the impact that current significant stressful life events have 
on a participant’s ability to both attend the programme and consistently implement the strategies. 
This is supported by previous research that found current stressful life events negatively impact on 
parent attendance at parenting programmes (Damashek et al., 2012). Chantelle and Rachel both 
experienced significant events that prevented them from attending the full programme with the rest 
of the intervention group. Those events combined with limited programme attendance also provide 
a possible explanation for any reported deterioration in child behaviour, parental adjustment and 
parenting style from pre-to-post intervention. The factors that acted as barriers to Chantelle’s 
participation were chronic, and they prevented her from returning to complete the programme. 
Rachel was able to return to the programme following an acute stressful event, with resultant 
improvements seen in child behaviour measures. 
In contrast Sally and Jack who didn’t experience stressful events, attended the full 
programme, reporting significant improvement on the majority of both child and parent measures at 
post-intervention. Those measures that didn’t show improvement had floor or ceiling effects present 
preventing any positive change being observed. Sally’s husband’s heart attack and follow-up 
treatment placed additional pressure on the family unit and disrupted the strict family routines 
providing an explanation for the deterioration in child behaviour measures reported at 3-month 
follow-up. Stressful life events are known to negatively impact on the implementation of parenting 
skills (Kelley, 2010). Jack, who experienced no adverse events during the programme and follow-
up period, maintained his post-intervention improvements. Enablers for both Jack and Sally 
included the supportive staff at the early intervention service they were linked with. 
 Sharon’s case highlighted the importance of home visits being offered, rather than only 
offering telephone consultations for participants. Sharon attended the full programme but had 
received phone consultations rather than home visits. Whilst Sharon knew what the strategies were, 
she didn’t completely understand how to implement them and was embarrassed when practicing in 
the group environment. She had not understood the implementation needed to be done consistently 
and needed to be ongoing in order to bring about change in the family unit. The additional home 
visits that Sharon received between post-intervention and 3-month follow-up enabled her to learn 
from the facilitator’s modelling of descriptive praise, planned ignoring and clear calm instructions. 
Sharon also received direct feedback from the facilitator on her own attempts at practicing using the 
strategies with her children. It was following the home visits that Sharon was able to implement the 
strategies successfully and her follow-up intervention scores reflected her successes. The barrier for 
Sharon was her embarrassment, which deterred her from asking questions in the group setting. The 
enabler was her willingness to ask for additional assistance. 
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 Adverse childhood experiences did not appear to impact on the participants’ ability to 
implement the programme, however it is likely that it impacted on their ability to maintain the 
strategies during times of acute stress. The majority of participants had reported experiencing 
ACE’s in the household dysfunction category, indicating they didn’t experience good parenting 
models themselves as children to draw upon. The findings of the ‘National Inquiry into the 
Separation of Aboriginal & Torres Strait Islander Children from Their Families’ (1995), support 
this proposition. As experiencing more than four ACE’s is associated with higher rates of mental 
and physical health (Valerie et al., 2009) during times of high stress, the dysfunctional stress 
responses developed during childhood resurface (Howell & Sanchez, 2011), potentially impacting 
on their ability to implement the programmes strategies consistently.  
Limitations 
 The case series was limited by the available sample size (n=18) and further reduced by the 
number of participants that provided consent for their inclusion (n=12). Consent was not obtained 
from any parent/carer whose score at follow-up intervention had clinically deteriorated from their 
pre-intervention score. The generalizability of the barriers and enablers to programme attendance 
and strategy implementation need to be considered cautiously for the wider population. 
Conclusion 
 The high rate of consumer satisfaction with the programme and concurrent clinically 
significant improvements in child behaviour, parental adjustment and parenting styles when 
personal circumstances were free of crisis, provides preliminary support for the efficacy of the 
culturally adapted delivery of the SSTP programme. The complexity of the lives and circumstances 
of this population, also suggest an RCT with a wait-list control condition, might not be the most 
appropriate model for research to be conducted with this population. Families need to be able to 
participate in the programme at a time that gives them the best possible opportunity to fully engage. 
As stressful life events are commonly experienced within this population and they report high levels 
of ACEs, research into the benefits of including a Level 5 enhanced Triple P module, ‘Coping 
strategies for high stress situations’ could form an alternative treatment condition to a wait-list 
group. Future research investigating the effectiveness of the programme through alternative study 
designs is required. 
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Chapter 6 
General Discussion and Conclusions 
 
 This chapter provides a summary of the findings of this thesis as a whole, followed by a 
discussion of the limitations and strengths of the research and their implications for clinical 
practice. 
 The aim of this thesis was to evaluate the acceptability and efficacy of a culturally adapted 
delivery protocol of a parenting intervention (SSTP), for Indigenous Australian families with 
children with developmental disabilities (aged 2-12 years). The focus on Indigenous children with 
developmental disabilities is unique in the literature, with limited prior research undertaken in the 
area of parenting Indigenous children (aged 2-12 years) globally. The process of developing, 
delivering and evaluating the culturally adapted delivery protocol of SSTP has each been detailed in 
a dedicated chapter to facilitate replication and transparency. The first chapter provided a brief 
overview of Indigenous history, its impact on parenting and outlined the research questions. The 
second chapter presented a systematic review of the literature on parenting Indigenous children 
(aged 2-12) with developmental disabilities and provided the background research which forms the 
basis for this thesis. Chapter three describes the consultation process to gain ethical approval for the 
research and the qualitative data from the focus groups undertaken with parents/carers of 
Indigenous children with developmental disabilities and Indigenous family support workers, which 
was used to inform the development of the culturally adapted delivery protocol of SSTP. The fourth 
chapter presents the results of the RCT feasibility trial evaluating the efficacy and acceptability of 
the culturally adapted delivery protocol of SSTP with parents/carers of Indigenous children (aged 2-
12 years) with developmental disabilities. Chapter five presents a case series highlighting the 
complex nature of the families who participated in the RCT and the impact of stressful life events 
on programme attendance and outcomes using the RCI. Barriers and enablers to programme 
participation are discussed. The overall findings from the thesis will be summarised briefly below. 
Key findings 
1. There has previously been no research into evidence based parenting interventions for 
parents/carers of Indigenous children (aged 2-12 years) with developmental disabilities in 
Australia or globally, and it is an important area for future empirical consideration. 
 The systematic literature review presented in chapter two, investigated the current evidence 
base of parenting interventions for Indigenous families including children with developmental 
disabilities (aged 2-12 years). The systematic search of seven databases revealed no prior research 
in this area, and only limited (4 RCTs & 3 pre-post) research for parenting interventions for this age 
group with Indigenous families globally. The historical context leading to the current state of 
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Indigenous disadvantage within Australia, the limited gains made to ‘close the gap’ on Indigenous 
disadvantage over the last 10 years, and the strong evidence base of parenting interventions, make 
this a pressing area for future empirical consideration. 
2. Consumer preferences do not always align with gatekeeper suppositions, making consumer 
involvement in programme development essential to delivering a programme that is 
acceptable to the target audience.  
 The ethical approvals process and focus groups outlined in chapter three highlight the clear 
distinctions between many gatekeeper beliefs and consumer preferences. Gatekeepers held strong 
views on the need for facilitators to be Indigenous; questions about family financial and personnel 
details not being included in the questionnaires; and that participants would need to be financially 
remunerated to attract and retain parents/carers in the research project. It was clear from the focus 
groups, low drop-out rate, and client satisfaction surveys that parents/carers of Indigenous children 
with disabilities preferred to receive services from someone who was culturally aware and 
knowledgeable in their field regardless of their Indigenous status. The majority of participants were 
also willing to provide very personal information to the research team (i.e. ACEs), indicating that 
this does not deter participation when handled in a sensitive and confidential manner. The low 
attrition rates from pre- to post-intervention for both the entire sample (4.9%) and those that 
participated in the programme (6.5%) is testament to the fact that financial remuneration was not 
required. The collection of information directly from consumers aides in the development of 
appropriate programmes and assists in the identification of both who will benefit most from the 
programme and when it will have the greatest impact. To enable interventions to be successfully 
developed and trialled, Indigenous consumers need to be afforded the opportunity to fully 
participate at all levels of programme development. Rich data is required to adequately identify 
programme participation barriers and enablers. The emphasis for researchers needs to be on 
ensuring culturally acceptable methods of data collection are employed, as opposed to narrowing or 
removing identified sensitive content. The emerging evidence-base will provide empirical support 
for the inclusion of sensitive questions and appropriate data collection methods when negotiating 
with Indigenous gate-keepers.  
3. RCT with a wait-list control condition, is not the most appropriate research design for 
determining the efficacy of a parenting intervention with Indigenous families with children 
with developmental disabilities. 
 The main aim of this thesis was to develop and assess the efficacy of a culturally tailored 
delivery of SSTP. An RCT model was selected to assess the programme as outlined in chapter four, 
due to its acceptance as the gold standard of research design (Sullivan, 2011). The analysis of group 
differences did not find any significant results, however time effects were observed on several of 
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the child and parent measures. Further analysis of a positive response to the programme, defined as 
clinically reliable change on both a child intensity and parenting measure was undertaken using the 
RCI. The intervention group had 41.67% of participants report a positive response to the 
programme compared to 23.53% in the wait-list control condition who underwent concurrent 
clinically reliable change over the intervention period. Programme attendance was seriously 
impacted by a number of stressful personal family circumstances highlighting the complex life 
events participants experienced. Change in personal circumstances for many in the wait-list group 
also meant they were no longer able to participate when the programme was offered to them. The 
stringent protocols of an RCT with wait-list control, do not enable flexible start times for 
programme delivery, with this having a significant impact on the wait-listed participants’ ability to 
engage in the programme.  
4. Current stressful life events impacted on programme attendance and strategy 
implementation, however exposure to adverse childhood experiences did not appear to have 
any significant influence on enrolment and attendance. 
 The case series presented in chapter five highlighted the impact of stressful life events on 
programme attendance and strategy implementation. Parents/carers who were observed to be free 
from stressful life events attended more sessions than those that reported experiencing acute 
stressful life events. Emergent events such as funerals, children’s suspension from school, illness 
and court proceedings all impacted on parents/carers ability to attend group sessions. Parents/carers 
who experienced chronic stressful life events such as illicit drug use and high level domestic 
violence and incarceration, were unable to maintain engagement in the programme. Acute stressful 
life events were also observed to impact on parents/carers ability to apply and/or maintain strategies 
they had implemented during the programme. The population’s high average ACE scores above 
four out of ten, with a range of one to nine, indicate that adverse childhood experiences did not 
impact on participants’ willingness to enrol in the programme or to attend, however this may very 
well impact on parents/carers ability to implement strategies during current stressful life events. 
This hypothesis is supported by the mediating relationship found between ACEs and psychological 
distress in adulthood when individuals are exposed to stressful events (Manyema, Norris, & 
Richter, 2018). 
Strengths, limitations and future research directions 
There are a number of limitations to the research identified within each chapter which 
require aggregated consideration to inform future research directions. Firstly, findings from the 
systematic literature review highlight the absence of research on parenting interventions with 
Indigenous families with children with developmental disabilities (aged 2-12 years) and the limited 
research in the area of Indigenous parenting interventions more generally, with only a few of those 
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rigorously reported. A strength of this research is that it provides tentative preliminary evidence for 
the efficacy of the culturally adapted delivery of SSTP with parents/carers of Indigenous children 
with developmental disabilities and starts to bridge some of the identified research gaps by 
rigorously reporting the treatment of missing data, reasons for drop out, and reporting intent-to-treat 
analyses which have been absent in previous research.  
The consultation and ethical approvals process undertaken in this project was a strength of 
the research design and was seen as a ‘gold standard exemplar’ by the Pro-Vice- Chancellor 
(Indigenous Engagement), University of Queensland. The lack of evidence-based interventions with 
Indigenous populations makes the ethical approvals process more difficult for researchers to 
navigate. Whilst Australian Indigenous populations are reportedly one of the most researched in the 
world (ARI, 1993), the type and focus of research does not appear to be leading to evidence-based 
interventions with immediate value to the people who need them. Research appears to be limited in 
this area possibly explained by a combination of factors experienced by the lead researcher 
including: lack of trust in researchers by Indigenous people due to their history of oppression; 
relationships of mutual benefit and trust take time to build: and gatekeepers add an additional layer 
to the research design process. These factors create a trickle-down effect making access to the 
population more challenging and time consuming for researchers. With pressure on researchers to 
complete projects and publish findings, work in this area is often regarded as ‘too hard’. 
The combined effect of the small sample size and large within group variance measured on 
the dependent variables, was a limitation to assessing the programme efficacy in this current study. 
Between group differences were not observed. Individual case analyses using the RCI provided 
tentative support for the programme’s efficacy. The high consumer satisfaction ratings and low 
drop-out rate from pre-to-post intervention provided strong support for the programme’s cultural 
acceptability. Whilst there was a low drop-out rate, the dosage rate was not as high as hoped with 
less than half the participants completing the full intervention due to the high rate of acute stressful 
life events they experienced. Strategies to maintain participation, including phoning and texting 
participants who missed sessions was positively received and saw many of the parents/carers who 
had missed sessions feel confident to return to the programme, either the following week or as part 
of the wait-list group. To increase attendance of wait-listed participants and the overall dosage rate, 
a more flexible delivery, including offering individual sessions to reflect the changing personal 
circumstances of participants needs to be considered. Similar to the Barlow (2015) trial, a 
comparison between groups with a standard and enhanced intervention could be evaluated, thereby 
eliminating the high non-participation rate of wait-list participants. Coping strategies for dealing 
with acute stressful life events may be an appropriate programme addition for an enhanced 
comparison model given the high average ACE score and observed impact of current stressful life 
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events on programme implementation and participation. This would allow evaluation of any 
potential benefits of including coping strategies on parents/carers ability to maintain strategy 
implementation during times of stress. Future research should also attempt to examine any potential 
mediating relationships between parent/caregivers adverse childhood experiences and the likelihood 
of psychological distress in response to current stressful life events. Randomisation across 
communities with this model would also be worth consideration due to the potential diluting effect 
of the wait-list condition when the local Indigenous facilitators are still providing a treatment-as-
usual service to those families. Given the level of disadvantage this population experiences, 
maximising participants’ ability to effectively engage with the programme needs to be prioritised 
over the ‘gold standard’ RCT research design. 
The small sample size and locations of programme delivery in two urban and three regional 
locations, limit the generalisability of the results. Future research is required with a larger sample 
and a broader cross selection of the Indigenous population from urban, regional, rural, remote and 
very remote locations is required to fully assess the programmes efficacy and cultural acceptability.  
Implications for researchers and clinicians 
The studies in this dissertation highlight to researchers who are working on ‘closing the gap’ 
projects the importance of taking the time to develop strong mutually beneficial relationships with 
Indigenous communities and to consult beyond gate-keepers, directly with consumers. The studies 
demonstrate that rigorous research trials can be conducted that will develop an evidence base to 
enable effective interventions to be identified and disseminated. The dissertation further provides 
tentative preliminary evidence for the effectiveness of a culturally adapted protocol of SSTP with 
parents/carers of Indigenous children with developmental disabilities. Positive outcomes on a 
number of child and parent variables were observed using the reliable change index. Researchers 
working to ‘close the gap’ should give consideration to parent training as an intervention option, as 
the quality of parenting is linked to future life outcomes (Sanders & Kirby, 2012). 
For researchers in the field of parenting, this dissertation illustrates the importance of 
assessing the efficacy of mainstream parenting programmes with highly vulnerable minority 
populations such as Indigenous Australians. Parenting has been found to have universal concepts 
(McEvoy et al., 2005), so positive parenting principles and strategies can be used across cultures 
(Turner et al., 2007). It is shown that the cultural adaption of mainstream programmes that focus on 
increasing cultural validity by selecting appropriate examples, goals, target behaviours, and the 
practical implementation of strategies in a format that is desirable to the target population is 
culturally acceptable.  
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For clinicians, outcomes from the studies demonstrated that parents/carers of Indigenous 
children with developmental disabilities can be effectively engaged into culturally adapted 
mainstream parenting programmes achieving positive child and parent outcomes. Clinicians 
working with Indigenous families need to be additionally mindful that their own personal opinions 
and experiences don’t limit the interventions they offer clients. Cancellation of appointments and 
non-attendance at sessions by parents/carers requires active follow-up and flexibility by the 
clinician. Clinicians need to assess the reasons for parent/carer non-participation and determine in 
consultation with the parent/carer an appropriate time to reengage in the programme, particularly if 
acute stressful life events are the underlying issue. Alternative services may be offered or referral to 
other programmes (i.e., drug or alcohol rehabilitation, domestic violence support services) when 
chronic stressful life events are identified and the parent/carer is unable to maintain programme 
attendance. Taking the time to determine reasons for session cancellation was positively viewed by 
families in this trial and assisted in building trust. 
Final Comment 
 The systematic literature review confirmed that this dissertation is unique in the literature, 
initiating research in the area of parenting for Australian Indigenous families who include a child 
with a developmental disability (aged 2-12 years). Cultural adaptation of the mainstream SSTP 
programme through focus group consultation with service providers and consumers was trialled and 
found to be culturally acceptable. Whilst the RCT revealed no significant group differences, case 
study analysis using the RCI found concurrent improvement on both a child behaviour and 
dysfunctional parenting measure for 37.93% of programme participants. While further research is 
required, the current dissertation provides a starting point for establishing the efficacy of a 
culturally adapted delivery protocol of SSTP in improving both child behaviour and parenting 
practices in Australian Indigenous families with children who have a developmental disability.   
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